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THEORYAND PRACTICE IN REALM EDUCATIoN! A-SYNTHESIS'

The reason for our meetIng here for these two days is hot only to
pay/tributeto Dordthyly6wander and her contr butionS 'to health
education. We:are here altOs to give impetusst her long-time con- 4

cern with the theoretical base of health education and its practice.

Towards the realizatioriof this latter goal,.the"Planning CoMMittee
. invited a number,of Dorothy's former students and health education,

leaders' to submit papers on a theoretical issue of interest to
them, or one on which they have been recently working, It was, felt

that:4rough such Papers the new problems and concepts withwhich
colleagues are concerned' could be shared with other symposiUm
.participants and would provide useful resource materials for our
disipssionS following this session,

11.

Seventeen papers were submitted. They have been reproduced in the
symposium documeri which each of you'has received. I believe all

° you who have had a chance to read them will,agree on,their con-
sistent high quality. That feature, in and of itself, is'a'Xribute

'-00Doroth7 for we all know the high standard she sets for herself.
Her concern for qualii'y_mupt pe contagious,'Causing each of us to
try 'to ,do our best.' FurtherWore, thepapers.are an'outstanding
achievenirent when one considers the short time allowed between the
reAUTsts for them_and the deadline for their submission. And, in

paSsing; I want to expi-ess the 0.nce,re appreciation of the CoMmit-
tee.to tileavoluntarj" contributors for making thiS aspect.of the

' Symposiuma highly professional one.

The task assigned to me for today is to highlight some of the
features of these papers and their relevance for health education
practice: ,

ex

The first-outstanding characteristic that occurred to me was-their
wide diverSity4.yet all within the legitimate area- of health

.eiducation. The variety applies not only to-the range of subject
matter' but also to the scope of programs in which health education
has made-and is making--a contribution. It also retledts a wide

repertory of skills'which our present-day practitioners have-ac-

.
quired and are using in their day-to-day operations. For example,
they ypaper7s include.such'subjects as health education in the
-medical care.setting, community organization, educational diag-
nosi8 and the elements that go into it: program planning; im-
plementation andresearchmethodorogy. .Several papers examine
various theciretical cc And their applicability to health'
education practice. ...

4



The'work situations of the contributors also cover amide span.
They include working in primitive cultures, training, family
14annfng, medical care, researchi and teaching'in colleges and
universities. Examples of'the variety .of skills are behavioral
science analytical abilities, planning, interviewing, leadership,
evaluation, administration and research, etc. How much bihpler
'it was in the old days when Dorothy was.just starting in the
field! It makes me feel the need for some in-service educationz-
how about you?

A-second characteri§tic oommon to the papers wa s'the emphasis on
people and the predominant position they play in the decisions
about their own health actions. This, idea was expressed in many
forms.

D'Onofrio mentions th e need foi "Yong range people-oriented" methods
and emphasizes-that involvement "of people in problemlsolving to
facilitate learning and, change "-.has long been the technique of
health educators.. But this method is far from being acloted.by
many other professional workers who are fascinated by th media
and Committed to a systems approach with its-aleged "oPganiza,-
tional efficiency, effectivehess and .kccountability'"--in short,
"the input -- output mentality."

Kawata and Miyasaka in their review of American literature on
Community Organization for the past twenty-five years emphasize

.the important role of people participating in problem solving,
community planning, self-help d cooperation among themselves.

Soong states -that "by involying p opte in planhing change, resis-
tance to new ideas can be reduce ;"'so does Mathews when she
writes, "Man appears reasonably skillful in resisting the efforts

Nkof others to change his behavibr unless he understands, consents
and participates in the endeavor." Keneally emphasizes the con-
cept by asserting that he is "more, concerned in developing partici-
pation of theIndian population in programs that affect their
health and/or are health-related" than in.imOoving Indian health
behavior.

o

The importance of people ip couched in this quotation from Reynolds,
"Change agents must consciously accept the responsibility to under-

., mine-those elements Of society which lead to oppression and the
'de'struction of human"dignity.""

Although' not explicitly stated, many other'papers imply khe impor-
. ,tance'of the people and' their participation in problem identifica-

tion and decision-making. Some of these implications are expressed

fl
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in critiOismof authoritarian apPpaches or the,'use of any manipula-
tion as a health goal, or procedure by .stating, "The individual must '

- be to manipulate the system andh,q,be manipulated by it."

tt

A third common characteristic of the papers is the emphasis on
precision in the delineation andanalysis oftwhat.pver aspects of
health education are under consideration. Let us look at some of
these.

r '

The way which health education has bven. defined was examined
Vxplicitly by two .of the papers: Klerman considers former'defini-
tiohs. as too inadequate o include all the phenomeha that halve a
bearirig pn peopAt,s heal h behavior. Mathews goed.eirther aria' .

sugge sts that even health behavior is too iirniting,-in its concepts
and.suggests the term "health-Telated behavior-change" as being
the focus of health education. She flirther'points out that 'it ts
.difficult, if not impossible, to identify any human behavior that,..,

is not 'Potentially health related in. one way or another." She '

,

distinguishes the health behavior that most of us halre talked_
about, in the past as being behavior motivated by a health goal iv

. andother'health-related behavior as being motivated by factor8
other than .a concern about health. . ,

I

In the past we praotiiioners have not been-too concerned with an
exact definition of health education. But.questioninethe
aAequacy of osticti definitions as do exist and proposing more pre-
8ise ones broadens one's view of the areas with which health) ,

educators -should be concerned. This extension of the interests
of health eduiatOrs to other goals than the strictly.health as-
peas of liv4g.reflects the-phiiOSOphy espoused so eloquently by
Dorothy'in her paper, "The Open Society."

In our,:grolipOdiscusiOns we may"wisiTto examine these expansions
of concerns and what they mean to,the practice of health education.
Will they make our effOrts more useful to society or will our
efforts become so diffuse they will have no impact?.°

a

Several of the papers point out the need to be more pre se in-
° defining the educatidnal-problem and in diagnosing the causes
affeting the individual or group behavior: D'Onofrib states the
importance of - assisting health prNram "pianne'rs to define more
precisely the specific responses heeded frOm people, in order to
prevent-, control or minimize'the health problem under study. ".

- , 9

Ddakrecounts the situation where the problem was seenby medical
specialists as "the education of physicians and allied health'
tersoynel on the'subject of hypertensive crises,":"'When this one

Te
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,problem was defined more precisely, four problems, were delineated..
They kers "Changing the physician's attitude toward, delegating
responsibility to allied health personnel; eliminating old and .

out=dat'ed.concepts'about drug usage foPhypertensive patients,s
Introduoine new knowledge about modern'drug utilization, improving
diagnostic,skillin management of emergencies in hypertension.
This%analytIcal differentiatiOn=helped to improve the specificity
of method used -p salve the perceived simple problem.

, .44

The importance of ;iprecision in considering all the fad-tors tha'
enter into the ai4gnbsis of-peOple' ffresent behaviO'r was touched
on by several or the,papers. Kar proposes:four categorie& of r
determinants of behAvior, termedssub-tysteMs; which-Should-be con-
-si:dered-in diagnosing the reasons. for people's presett behavior. .
These axe: "1) Cultllial and political, 2) social-structdral and
economica, 3) social psychblodrdaI'and,intra-personal and 11.)'environ-
mental.and situational." Mathews stresses (p.7) that not only-
are 7perceptions,vneeds'-4nd actions of target individuals" neces-
sary to the planning of change; but alSo "all the ,forces external -
toindividuals that may facilitate or impede favdrable changes in
health-related behavior."

, .

Doak, on updating a set of principles Nyswander put forth two decades
oago, provides illustrations that "perceptions of the learner'are
essential data to ,be lsed in diagnosis and irogram planning."
Her-vignette of experiences in the medical are area indicated the -..

universality of-the need tobtake account of the perceptiOns of%the
learner it diagnOsing cauSes of present behavicrr and planning for --"`"

behavior changer

Reynolds points out that the ways each individualviews himself
and the world (from hiS ownunique position) are essential data
in planned change. Radelfinger uses a psychological cost-reward
analysis framwork to indicate the individual:S perception of the
comparative level of reward that would result from any specified
healthor other behavior. Both of these latter .papers indicate
the complexity of human behavior and give detailed insights into
some of its determinants as delineated by Kar,

3.

The need. for precision ,in.-the kinds of data'obtained-through test
instruments is'pointeq out byKriahnamurty,.Fodor and Glass. They
propode. a Practical method to' determine what, test items are needed
andltb demonstrate how Vie' method applies in venereal iii8ease
education. Their emphasis on the decision that the yoAng must
make and the specific information and attitudes .these yOuths' need
for each decision foi.cefully illuStrate the importance of-precision
in health education diagnosis.

I

p
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The.paperS also emp4sized.the need to be precise in tjle,way°the

programs ark Plannpd)and the methods tha1",are.used.. All"tne papers

stsate,or imply,, that health education is a process in which the

'consumer plays a major role. Keneally, Soong,, p'pnofrio and Do*
specifically mention that the planning prcicest is a potent, e'duca-

method to facilitate learning and phange. Doak elaborates
On this process as itt applies in med4cal care. She emphasizes a

pointbmade by DorOthy in an earlier*paper--thef-the"perspnality
needs, peceived threats and protective reactions" of' the people °

involved is an essential1element to be considered in program
-planning. Reynolds and Radelfinger go, into .considerable depth
on the .feeling tone of..consumers in their',intePadfion with health

personnel,,and how failure to take.into account the perceptions
of the client-:Consumer,,c'en easily thwart the results from 13hysio-,,,

logical treatments.

I ,

.

Kar develops five,Models of intervention method tend indicates ..

the precise e6nditiens Inder which each should be' employed:

i

.
...

0
', Many.oeus have.thOught of 'group dynaMics as embracing procedures

to improve .the relations ,befween people Old facilitate change.
But Ross and Moo point ott that the technologies of group training
need to be varied accrding fR the goals of the training. They

specify more precisely that .individual change, or pe/gonal.growth,
organizational develoOlent,and board training are three distinc-
tive trainiiing:goa4 acid require specific competences and skills

for each situation. - '.*

. -.. * ,

The preliSe an4yeis iirolved in progr am.plannirig leads many of

the contribuiore to emphasize the possible negative.effects of the
.

sl

way, in -'.hick health services are giVen. They, therefore, stress
the neeoffo educate fheproviders,of health care as well' as the

recipients. Simods writes, "Health education must be planned
and carried out, among the major proviiders'who have responsibilities
for the health of the population." Doa4 is more emphatic with
"The pUblic health educator who feels -Chat continuing education
is a separate field narrows the focus and infe2Prupts the continuity
of the educational/Cycle. The,dangeraies in that the health
educatoil may( St'Wshort of where the action may need to occur,

the health c'ar-e'provider." Klerman, writing about family planning
says she wants,no part ofhealth education in that grogram "if the
health educator's'tasiCig'limited to'indiVdodual counseling and
group discUssionS' and is not al_eo responsible for determining that
'the clinics area run by sympathetic staff, are'easily accessible
and have adeRuate supplies" She also believes administrators

. and-clinicians'need."proddineNeducation) from health educators
-to -Cake-care of these matters. 0

R ynolds, Radeifinger, D'Onofrio, Kar, Soog and Keneally all impl
t e need for education Of the providers of health. services by

,

ale
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describing sam,of their perceptions of the prtifessionals which
are at odds with those-of the .recfpients of service.

,

Although many of up in the past have workedto make services more
acceptable adpalisfying to the public,. we never explicitly talked
about "educating the,provider." We 'have come a long waY. But
acceptance of thiS%--responsibility implies some unique kilrls and
methods which irou, may wish to dismiss in some of your group,.

.

Evaluation is another area in which the -papers provide more precise
analysis. 'Health educators have fongektolled the value of evalu-
ation but, othei- than lip.serviFe and ,a few publications on its
importance; as Kl6rman poinszvut, the npmber of evaluative re-
pbrts is,quite,small., Nefertheles's, Fi6-TalaManca, Doak.and
Klermad all.state there is a high current interest in evaluation.
In fact,D6ak suggests that ."therisks lie more in the concepts
(evaluation) being oversold than in stimulating interest in the
subject.6 VbMong some adrinistrators andworkers the slogbn is;
,"Let's evaluate everyth pg." There-is a great,danger of unrealis-___
tic expectations among tze medical group of what health edilators.
can do in evaluation. ..

Klerma&,,Fiea-Talamanc
k

a and Doak are in' agreement on the.principleg i
enunciated by Nyswander in 1956 that "Evaluation of educational
programs and methods by staff prolfides a supporting structureTfor-
introducing changes in content and methods " - -in other words, apro--
cedure.whIch "pei4Mits mid-cOU1..se. corrections." But as Figs-JTalamanca
warns,, others may think of evaluation as having 'quitea different

\4.
dpurpose, particularly those e hd perceive it as concerne exclusively

with the outcomes of an educa onal program,' or the effectiveness
of a single method-.--ghe writes, "galess......evaluative findingS_-
are stated with-appropriate caution, there is potential danger for-
misinterpretation andabuse," " ivaluativereSearch findings
cag be a powerful instrument in the hNhds of the decision-makers
and politicians"--particularly those who Wish to reduce resources
allocated to education. D!Onofrio implies the same precaution's.
when the states "that Increasing.administrative reliance on com
.puterized data processing, cost - accounting, and neatly Pert-ed - 0

program flow charts 'influence notions oaf hpw educatiOnal pro-:
grams ought-to be conducted" and "since administrators control the';A
purse stringb, health edubators often 'find themsel'ires defen-
sive in .(justifying procgsS eVa1uatiiR activities and) the needfOr. ,

multi-fEiceted, long-range, people- oriented educational approaches."

7
r I ,

Klerman takes issue With the limited.perspectivethat some evalu-
ative effoi4Vhave ilsed in which they consider dhly "the health

rd' education aspects of the program" and insists that health educators,
-must be conserneA with tine planning of all aspects of the program
-and its admfnitt*.tion from the point of view of the usersand not
just with the explicit' educational efforts. In her words,

404
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"Analyzing in terms of-the client only, r4ther.thah also looking

at provider, ha!'s contributed to. the negative results of- a.

majority of evaluations of health education efforts:"

In Figa-Talamahca's contribution on,training, she acknowledges:

theNekual dictum of the need for "explicit statement 1>f goals in.

behhifOral andmeaduiable terms." But she points out that most

training gogls are vague just as tare many of our other truly
edutoaional goals such as" "helping others to'help themselves and
in.achieNing those objectiVes which they themselves have selected.

(D'Onofrio)

Despite the vagueness 9f the goals -of training, Figa-Talamanca

specified six phases of 'trgining program dnd drew up a detailed

schema of what should be evaluated in each phasethe'type of data
that would be needed, the source of.the.data, howtheY would be

collected, the use to be made of.the information dice it was

gdthered, ankihe skills needed to'perform,the necessary evaluation.
This precise schema suggested to me that we need to do moreefsthis

kind of analysis 4 'connection with all'the variouseducational

funftions we undertake. Perhaps for each of the practical subjects
Sou discuss, you may.wish to analyze the dimensions .of the program
that could'be subjected to various kinds of.evaluation.

,A

0n,1y one paper-7Mullen!s'and.Reynoldewas devotedkedIusively to
reSearch. ..10thersKarls and Mathews' to name two -- discuss areas

of investigation. But Mullen and Reynolds concefitrate on a des-

cription'Ofcomparative analysis or "grophdetheory"a8 a-useful
methbd of research for health education. It,i.e> essentially an

inductive method concerned with"the integration and extension

of theory"--7avoiding a "preconceived theoretical fraMework" into

latiCh those who are being studied must fit and permitting ,relation,

ships to emerge from the statements of the subjects. "Iihe.elements

involved in comparative analysis al-e.describedNand its methods

and pUtCOMeS contrasts with the usual behayioral science approaches

to research as mentioned by Kar and. implied in the areas of inquiry '

describe'd bylMathewe. .Those of you who are intrigued by the
.

techniques of comparative analysi's may wisA to delve further intO.

this subject by reading ,some of the references given in the

Mullen-Reynolds paper. ,
One aspect of health educatijoin to which many of us have not gien

the attention it deserves is 'the kind of 'administrative framework

that sho dhe.developed to-support:and.implement sound educe-.

tional pro . Simonds has laid out a.comprehensive administrative
design for 'health education throughout .the .country. He outlines

four settings from which health education"leadership.might flow.

They are: lleducational Thstitutions,?) health'organizations,
3) health care facilities, and 4)media organizations. He indicates.

that health'education in these 3,ettings should function onlotalq'

4 regional, state, and national lAels of government. .I suggest ,you

s
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consider'houi such an administrative framework would.facilitate
your own activities and what administrative changes Right be 6. _-

required within your organization to fit intothe scheme outlined
Also, what changes you would suggest in the design he has developed.

, . .

. _

Up to nol.r,3 I have discussed the increased emphasis on.precision in
analyzing each phase of educational intervention and conctpts to
be considered in the analysis of the education transactibn. One

which I haye not, mentioned is the factor of relatiVe status between
.the educator and the individual6 or groups he is 'trying td'reach.
Thl,s concept appears under various guises in'several of, the papers.

*, NysWander's statementof.the principle as quoted bir Doak is, "The v
social-dista6ce;J:)etween the educator and the group taught-is a
significant fact6r_in educatiori.'1. Keneally describes the. status
probleM as it. has. operated, and'continues to.operate, in the. Ameican -
Indian 'culture. He, along with others, expresses the situation '

terms of power. -He points out that when '!-two or more societies
'confront each-Other through selected members ," tt.-intensity of the
conflict will beincreased,as attention is pai4t,o who possesses
the power. He describes the " dpendency syndrome" as an "outgrowth
of.the kind'of paternalism" that As characterized "the long ass el-
ation of the 'Indian people with the dominant cultnre." This fe4
of dependency brings with-it a hopelessness and real reluctance
to change.

. .The 4ke phenomenon is described differently by Reynolds and
DtOnofrio% The Wmer states, "Too often health professional
and other agents of' social changeohave conveyed to the public..
a clear'statement of value-which.places the' professional in a 1

position of superior worth," This status differentialtis accen-
-Itsuated wheri.social: change .agents are dealing With disadvantaged,
'groups. Too aftenthe latter are described as "apathetic, dis-
organized or siigMatikzee, In other ways as explanations or l'ationali-
zations for their inability to change the-conditions of their daily
lives or respOnd to health advice and educatialim a>

D'Onofrio states that technologically - oriented workers teng---eo
'label people as "hard-to-reach, apathetic or otherwise abnormal"
when their responses to informational stimuli are not as anticipated.

ouarkt,64

Radelfinger-desdribes this problem as it applies in the sickness-
tole-and the doctor-patient relationship. He states, ,,,'Any'Sne who

Chas been a patient in some hospitals should be familiar with the
4

emotional deprivation involved in surrendering one's individuality
and familik possessions to the impersonality of the hospital,gown
and routine." This,certainly reduces one's status and encourages
sdependency. 'kemise in the dOctor-patient relationship "the physician
'approaches th situation with power, confidence and a high CLai

t
(comparative, eVp1 of 'alternative behavior)": the patient comes

td



4.

o

with little choice.

'All of these discussigns of relative staius-a'ieprimarily concerned
with who possesses the control, the power, and the decision-making 7

authority, the purposes;. for which' such power 'is utilized, and how

the balance og,power may be shifted. This treatment of status raises

the question--should the present vgue'of.consumer .education be' more
concerned with the goal of reducing thesverceptions of control
and,p5wer than with the substantive material. on the products and\ it

services people consume? If the former;2-then mayb the advice of
Klerman 's timely: she caries , 'More can be accomplished by lobby -
ing and t rough the ballot ox than bj:small,scale health prografts."

I l'-'

Doak corisiders the gtatue of the health edUcatorn the mediaal
arena. She is quite optimistic when she slays, 'The social distance
between the health educator and the physician may be less then it-

bappears." She pointsut that credibility of the health educator
derived from,competenl adaptation,of health education principles
and skills has reduced the status-differentil between-physi iang

4
and health educators.

Another characteristic of thepapers is the emphasis on theory or
the Ways to use.theory in A'0 practical implemebtation of programs.' '
Some fifteen years ago Beryl Roberts, in her SOPHE presidential
address, pointed out that we in health education had not beencon-
sistent in efforts to conceptualize the basis'of our practice, to
document our'experience or to synthestie the research of our pro-
fessional colleagues into. some theoretical framework cpr,practice
and,repearth. That situation has continued to exist; more or less,

. but in,my opinion, the contributors to this Symposium have made
giant strides toward its improvement. Mathews, Mullen and Reynolds

in their own ways reiterate the diagnosis Roberts but. make °

different contributions towards overcoming t e deficiency. Mathews

deductively arrives at a theoretical "gore of conaerns in health
education" which she proposes as a coherent and provdbative frame-
work to guide research and practice. She also describes the imp-

lications of her framework for curric design. Mullen and
Reynolds use the lack of a consistent rehensive and unique
theory as a basis for describing the aforementioned research strategy
Vhich they claim has strong linkages to health (education practice.

Reynolds, Radelfinger and Green examine some c9nceptualizations
and research of other behavioral scientists and the application
of.thcirf mulations in health education. I have already mentioned

the4nsight provided by the analysis of Reynolds and Radelfinger.',

Green examines the diffusion and adoption of innovations fpriula-
tionas it applies in the,fiey. of smoking. His original paper,

-ix
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prepared for the Conferences on Applying Beh idral Science -c).

Cardiovascular Risk, is much more comprehensive in scope than the
.s5gment included inthis document, bio bee use of space linlitations,
pray part of it appears in the compendium He compares the'dif-,

'on theories as they
of smokinaas.an innoevam

curve is a fascinatin6

fusidn literaturend.general commnnicat
to change. Hi's 1 xeatment of the adopt'o

.tion that follows the diffusion 8-shap .

research-Tinding. It r Veals clearly h
infblence regardIAs of they the i o

negative health implic ions.

ance of social

a

a

Although Kars contributionipiga n
ical, hi modelorexaminiTIE the b
planning behavior and his^'various
a.sYnthesis of many theoretical co
Ris emphases on the,mul5iple caus
by Mathews, is a scientific fact
health program planning by admini
decisions about health.education

1

imp
rtio has positive Or

A

t be felled strictly thgo t-
haviOr determinants of family'

nnovat'on prOcedures constitute
c.spts rito an operating proCedure

tign o belikvior, also emphasized
09 oft n overlooked in overall
trato Sand others who influence

I

6

D'Onofrio gives,particul ar empha is to
recounts, a most unique use of t e simp
in her education of program pl ner9 i

health educatigi process. Thro ghout
the educational dictum of "Beni
with the more simple theoretic
trators and students alike- di,s
of their own formulations, he
possible with other methods.
"theory provides more than
also can serve as a tool to
others."

his latter- point and then

6 S41 bond theory of learning
to 'the complexities of the
er paper she demonstrates,

where; the people are." By starting
concept and letting others--ddminis-

over for themselves the limitations
affected changes that had not been
he summarizes this point by saying

attern for our own prantice,
iestion and evaluate the practice of

Only one paper dealt explicitly with the ethics of pl'anned behavior

change, though several paPe s dealt with the topic without naming'

it as such. Kar, after examining the. position of ge.vral authors
who have considered the subject, states his own belie that "consumer
participation and informed consent of those-whose behavior is to
be changed 'through a Warmed intervention constitute the to key
criteria" of ethical decision. -D'Onofrio

E
challenges our ethics

when she westions whether "our approaches are primarily targeted
to result in health action rather than health education" goals- -
this latter she defines as "helping others to help themselves in
achieving_thoSeobjectives which they themselves have selected."
Maybe Reynolds didn't plan that his deebrIptfon of'hi-s job to his

teenage daughter would be used as a statfiment of ethics, and if

I mislInderztood him, I apologize--b4 here is what he stated,-perhaps

all too briefly, in two sentences:

-x-
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These different statements suggest that we should accept the

challenge of ICar that the remaining gars of this decade be

' years" of Ethical and Value Clarification of the Health Education

Profession.

1. "Health education as community development ,is
a subversive activity, and

Community development is trying, to change

the world without breaking it."

'0404
1

I

These setenteen papers offer a wealth of content. They might have .

been presented to you (by someone elsk,:with different emphasis

and the inclusion of many valuable ideas I have omitted. The

t concepts t have chosen derive from my own training and experience- -

my background has affected my, synthesis. I recommend your own

reading Of the paperd.

Before closing, le t me depart briefly frOmmy main task' and

make a few.perAnal Observations. Simonds:wrote in his paper,
"Health educationis7an ilietZ'whOSe time has Come" To Dorothy

and some of the others of us who have labor4d long in the pro-

fession, it seems a long time:coming. With Dorothy's and my
association for.morethan four decades, we enjoy riombering

what it has been like. These sixteen papers haVe4Mtle in
common with the health education literature of the day when

, we came into the field years ago. They inEluded no "cookbook"

recipes on how to do our jobs with titlIs such as "Stepping Stones

to. a-Health Council," "Health. Education of the Public - -A Practical

Manual of Technic," "Ten Ways to Better Booklets," and'the like.

Doak reminds us that less than twenty. years 'ago =St health ,

educators were in. local health departments. Look where they are

today! Indeed, wehave come a long way, Baby!

I doubt that Dorot hy, in her wildest dreams ever 'Conjured up the

favorable situation in which we find ourselves today. I know I

didn't.

ozo.

And this poses the question: Will health educators meet the challenge?

4helieve Dorothy is betting that we will.
0

1S
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;THE HEALTH EDUCATOR: BUILDING. CREDIBILITY

. CHANGE AGENT IN A MEDICe PRACTICiSETTI,NG.

by

BACKGROUND

Conrath Doak, M.P.H.

Studies of organizations and organizational change havebeen re-.
ported in the lfterature for Many years, and,the proCesS of plan-
ning cfor change has been examinee} from a variety of viewpoints,
particularly psychologi .cal and gociological. It is inteiting to
note, however, that the focus on the factors that may facilitate
acceptance of the change agent; especially credibility, has not
been reported to 'any, extent in the literature. To illustrate,
Rogers1 deVotes about two pages to change agent credibility in a
several hundred page volume with most of t1exda4 litited to) ex-

° tension agents working with COlumbian peasants.

ft Seems.hIghly desirable,therefore, torexplOrethe variety of/4ays
in which the health edutator as achange agent tan build-crediWaily

7 o,rvrin a setting less familiar than the traditional public health agency...
the medical practice petting. ,Tli& demand forhealth education ex-
pertise in the medical practicesetting may increase at'a greater'
rate than tile health educatcjrs may 'be able to respond to the demand.
Emgloyment by ,P,rofessional Standard Review Organizations,Health
Maintenance Organizations,,private health care review centers, 4s
well as the more traditi9nal institutions and profesSional societies
reflects's. growing realization of the impact possible through the. .

'application of sound educational prAncipies

The point of change agent intervention addressed in this paper is
the medical practice setting., which is the continuing medical educa-.
tion phase of the lifelong process of learning. This is the phase
now undergoing sweeping changes. The need for guidance in educa-
tional competency is obvious. Formerly,.when the efforts in con-
tinui,ng medical education were directed toward the production of
.information, the educator's role was minimal. But now with the focus
on the application and utilization of knowledge and skills:, the
eduqator's role is highly strategic. Of all the changes oCcurring,
the most significant one for health educators is the recognition of
education as a process.

V



The process consists of identification of th
what is' needed- to correct ,`the problem, design

'Strategy to, solve the prohieM, implementation
the evaluation of results. The process, inde
planning and development Of educational progr

' 12;,...344,th educators for may years. Only the se
Mice is different. The basic premise is that

prove perforMance, and through better perform
improves.

The recent- 'World Health Organization Report e
orientation to continuing education f(Or physi
its importance for "maintaining and improving
'to imp'art knowledge e-and to.spread! information'

sr

problem, analysis _of'
of an educational"
of the program, and
d, '4s identical -to. the ,

carried out by
ting of medial prac-.
education can im-
nae, health care

PURPOSE OF THIS PAPER .

The purpbse this ,paper is to .update the appldcation of the educa...
lional nciples cited by Dorothy Nyswander 4ghteen years ago,
to illustrate how the technicalcompetency of the health educator
can bUild credibility in the medical practice setting. Credibility
is .a product of personal qualities, knowledge, 'skills, and ablilities
intg: chosen field,-and acceptance by co-workers.3- The change agent
is, necessarily, a marginal'person with one.foot in each of two
worlds. "This paper is written with the conviction that better under-
standing 'of the ways of applying educational. principles in the medi-
cal practice setting will build the confidence othe health eduators
to place "one foot in a new world ".. It is the.technical competency
aspect of credibility that is desckbed in this paper.

hasizes the problem
fans, and stresses
co2 mpetence, not merely

This paper cites each of the six principles descrbedsby Dr. NYawandpr,
and then offers illustrations of how theseyrinciples have been
applied by health educators in the medicalapractice-settlh.gA The

functions performed by ethe health edJators have varied from consul-
tation to professional societies to direct program operation in the
manner most familiar to health educators. ,Of all t4ie functions per-
formed, theinterpretation-of the educational process is probably the
one function most predominant in the illustrations presented. At the --

supervisory or administrative level, thisfil probably the most critical'
function, since it. is through understanding of the process that adminis-
trative sanction makes it possible tor other'staff to carry out the
educational program and, in turn, build and strengthen °credibility%a.

-2-
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A PERSPECTIVE

(

Many changes have occurred in the field of health care delivery
since Dr. Niswander gave her address pn EDUCATION FOR HEALTH-7
SONE PRINCIPLES AND THEIR APPLICATION at the Health Education
°Conference at the School of Public Health, Chapel Hill, North_'
Carolina, on March 21, 1956, Her illustratiOns were relevant,and
valid to that period in history. Let's look for a moment at that
time: the health `department was considered the key public health,
agency, oftentimes the only public health7agency; the health edu-
cator was concerned about helping board members and.staff of volun-
tarihealth agencies see their goals through the°same eyes)thehealth
educator was diligently.working on more effective ways of increasing
participation in case finding effol-ts"for communicable diseases,

,

organizing health councils, committees, etc. Remember those days.?

*The legislation for. Comprehensive Health Planning and Re lona].
Medical Programs was still nine years away. B.F: Skinner made
headlines with his programmed'learning and teaching machines, Lan-
guage laboratories were just Coming into existenpf. Kellogg-repor-
ted on a re-survey of eighteen medical schools which,-showed incre-
-ase4 use of participative teaching methods; a dearth of teachers who.
were practice-oriented, relationshipsfrequentiy strained between
"town and gown% a/IT-postgraduate education was perceivectas an
irritant. Russell Sage Foundatibn had published the Lyle.Saude4!
study on CuYtaral Difference and Medical Care on ppanish-speaking
people in the southwest. Health educators were talking about Health,
Culture, and the-Community, Ben Paul's' classic case studies of public
reactions to health programs.

-__

, . ;-' /
Terms such as peer review, standardsettin criteria development,
utilization review, problem-oriented medical.reccirds were only words,
a:glimmer in the eye ofa few forward-loking people. Tilley wee
conceEts,.avaiting devel6ment.

'------. .And wiiht does the world lo 144ke today?. Quhlity assurance of medi-
cal ca e is 9n the agenda o Most profeasional meetings, either
formall or informAlly. Social controls such as relicensure and con-
tinued memb"ershipn professional societies are being studied and
debated in almebt all prOfessionalicircles. Accreditat pn of con-
tinui.ng medical education is .a reality. The public is ba k in the
picture in a somewhat different role; now the quality of Medical
care is a mutual responsibility of consumers and providers. Patient
education is Soon to become a reimbursable item in hospital care.
TWenty-one different guidelines for setting standards Of practice
have been,publisheit by the Mdir-Society Commissiyin for4Heart Disease
Resources. -'.
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Consortia are big news, with the health services /education activi-
ties linking health care delivery and the educational Institutions
into vi14-meRns of prepAring and maintaining health.profes4ional
compethC Sharing of resources is going on in most forward-looking
communi4es, The sacrqsanct of clinical tools, the medical t400rd
system, is undergoing rapid change with positive results, purpdited
from sharing it with patients as an educational tool.,

r.

Not all the change is fait accompli ;' resistance and negativ&reac-
tions arecoelMon, but the 'climate of society sells to'support, tow
-the participative methodsAd the process, emphasf&Vwhich have long
,been p0I-t of the health educator's orientation.

The exciting areas forphealth educ4tors are the planning,ori a long-
term continuing basis'for.behavior cHanw, rather than limiting
effortS:tp'episodic educational experiellicesthe design of learning:
expertenc,es'band upon, the kind of change desired,-and iderkification

, of levels within practice settings' where change is needed; rdhe level-;
opment ofe,lusational objectives. erived from the data base of per-
formance and practia. needs; tlie application of parti.60aive,nip'thodt

group'probIem-solving to'develop standards and criteria; the
development of.evaluation'stralgies. which measure. physician learning;
the desigp of reinforcement and .renewal experiences'-when need in-
'dicates. These are only some of the exciting areas; the hdrizona
are endless whentthe partnership role of the patient in the medical
transaction is fully spelled out.

APPLICATION OF EDUCATIONAL PRINCIPLES

Learning the cultuxe,of medical practice is not unlike the health
educator's approach td learning the culture of other groups:
i.e., the. belief that values, attitudes, and feelings are inherdnt
among medical'practitioners just as they are among Other groups of
people. No assumptions are valid until tested, and the cues for,-
acceptance and/or rejection operate as they do in other groupp,some-
timeS visible, sometimes invisible. The margin for error is equally
narrow as it is wift4other groups of people.

NO PROCESSES IN PROBLEM SOLVING

The.first.principle Dr. Nyswander s:tated is: IN EVERY PROBLEM-
Sb...VING.SITUATION THERE ARE TWO MALT* PROCESSEeAT WORK: 'ONE, A

; PROCESS WHItli IS DEPENDENT 'ON THE T1NAMIC IMPACTS OF PERSONALITY
NEEDS, PERCEIVED_THREATS AND PROTECTIVE REACTIONS' OF THE MEMBERS
PRESENT.

-



0

The first di nsion af the problem-soiving sit tion is readily
recognized,hy'physicians.lask-orientaAon in patient care is very
familiar. The clusteringof,several aspects,of a problempr,a/task
may be an iMportantpoint.of difference, hoWever, between the:Orien-
tation of -the health-educator to a "problem" and that of the
physician., 'ghat the physiCi'arivmay see as one, problem, the health
educator lay identify as several quite different problems or.taslw:

\
r

4

An illustration may clarify 'this point. The Professional Education
Committee of the National Task Folice foe High Blood Pressure Educa-
tion Program saw, as one problem or task: the education of -physicians
and allied health personnel'on the subject of hypertensive crises.
As the health educators raised questions or specific illustra,ions
of thiS "problem ", it became clear that the point the ComMitte in-
tended to make Bfaas that many patients witdhypertensive crises, can
be treated succlessfull3r without special facilities. The proTions
are: ...the physician is trained torecognizethe emergency, un dv:-1.
stands the pharmacology of aAti-hyperterisive drugs, and is sup- V
parted'by nursesand/or.allied health personnel sliillediiiii moment
to moment monitoringtof tlt.,Patient's status. / 41

I

41 this illustration there are four educational objectives wwhich can
be deifVed,from thin' educational "problem": ; c} angfn the physician's
attitude toward delegating responsibility to allie health/personneI;
eliminating old and outdated concepts, about drug usage for/hyper-
tensivec,patients; introducing new knowledge about modern drug ttiliza-
tAbn; imprOving diagnostic skill in management of emergenCies in
hypertension. The implidalions of these,objectives for the de Sign
ag'quite differentteachi4a methods becomes obvious.

The second dimension. of the problem - solving situation is understood
more often in retrospect than it.is viewed prospectively. The health
educator brings an under-Standing of the dynamics of the group Pro-
cess and, thereby, helps physicians begin to Cope with-, and plan for,
the feeling level -and tone for iSrolem-sOlving conferences. The
emotional component of performance review and'criteriasetting give
ample evidence of the physicians' sensitivity to the perceived threats
and protective reactions of the group members. 9The. success of the
health educators in California in the conduct of medical audit work-
Shops exemplified the credibility established by`the h lth educators
in-a collaborative relationship-with physioians in private practice.
The neutrality-of the role of the health educator,and the.recogni-
tion of expertise in the field-of healtheducation are two attributes
now contributing to the trust and confidence felt by both the
physicians and,-ihe'health:educators. The integrity of the health
educators! performance in the medical audit" workshop program con-
tinues to open new 'areas fbr collaboration' in the future. .

R.
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USE OF PERCEPTIONS IN-PLANNING

The second principle is: lEHE PERCEPTfONSPF THOSE WHO ARE BE.
TAUGHT FURNISH IMPORTANT DATA TO BE U$ED tN PROGRAM PLANNING, There
is a tendency to view mediOai practitioners as thow,t)they were a
homogenous community, with simi'la5;experiences and values': ThiNv
is a high risk-position to assume,and is likely to create.vulner-
ability,rather than building confidence and credibility. In the

- early days of, the Cancer-Control Pro gram in the ytblIg? Health
Service, the Chief of.the Program, Dr. Lewis Robbins, conducted"
regional meetings of general practitioners and specialists.to learn
their perception of'he twenty -ear outlook on cancer control.
Taking five aajor:sites(ofcancer,:he asked general practitioner's,

j internists, surgepns, pathologistsygynecblogistp, anA radiologists,
to. give a numerical prediction on the probability of bringing cancer
of each particular site under control in the next twenty years.

0

The result6' over the. country were consistent, with the optimists
'being the.generaI practitioners, 4nd -Eke pessimists the radiologists,
each reacting from the nature(tf.his clinical-8.xperience
general practitioners have the key position in usually being 'the
firstphysician_the patient Seesand perceiving himself with-res-
ponsibility for total care. On the other hand, the. radiologists
are usually the final phySicians called to treat cancer patie4s,
and their perception of what can be done is limited to their b)'eak
experience with terminal illness.

,7r4

1'
For identifying problems of motivation, interest in cancer, as
well as conviction in-preventive mghures, such an exercise was in-

,

valuable to differentiate the apprOaches and strategieg necessary
to plan am educational program. Interest a4motivations.may. be at
quite different ends of the Spectrum within the practitioner com-
munity. Expectation.s..of what can be accomplished influence the
qualityi,,of and extent of participation in continuing education eX-
RcrienCes.. When the perceptions of end -results, which the physician
is likely to have with his clinical cases, is brought into the plan-

- ning process, then the physician's relationship to the problem in
which. the health educatbr would like to interest him may become
more accessible. 17

Because of the importance'of this principle; one additional illus-
tration is offer4. The process of solving problems in practice is
not often viewed as. an educational experiende. Usually the term,
"continuing medical education4 hasleen.associated with acqUisitiOn

' of new inforMation. Ag one practitioner remarked during a continuing

23
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,a. t
educationplanning meeting,' "are ,we here to solve prolllems or titt

pH
-learn something ?" . . :'. ,

. ,7,.

41.

It may be useful to-offer a dieinction between thOsp continuing
e'ducation ef;fortswhich advs./ice the.individual to a-higher level

,knowledge and expertise in'his,4ecialized field of interest.,
and those edUcational efforts which direct his attention toward a

.p.given deviation or prob161u. ''Society has need for both kinds of
efforts.- The former efforts are usually 'self- accomplished, and
move the individual teiwardga richersgpse of life; fUlfillment: The'
laqer,efforts-are.problem-oriented and are. the .ones, which receive
attention from external_ groups. The two eff.orts.arenot.mutually
exclusive, and indeed, the gloSer the .congruence, the less of the
problem of protecting' the public. interest At this time, hoWever,
there are two important differences: components for solving prob-

:leMs in practice di-e often- related to institutional and referral
system nrOcedures,, and are not usually self-motivated.

o.

There are notable examples of when the educational process has been
'considered as..solving problems in practice, but they db not tend
to be reported as educational experiences. One of the earliest
widely applied efforts was the use of expert and peer.judgment pro-
cedures to investigate,,causes'of, and bring about a.reduction in,
the'maternsl mortality rate in this country. From the early
,1§30 publication of standards for maternity care,'the following .

twenty years saw publications in na'iohal and state medical journals
devoted to "maternal Mortality studies". Yet,,if one ti.Sks MEDLARS,

National Library of Medici , for a computer print-out:on continuing
medical education, not one o these reports will appear.

Another effective approach useTin'Philadelphia was the combined
patient and physician .interview system to obtain an "honest evalu-
ation of the delay period in pelvic malignancy and to properly
assess the responsible factors".5 Both the maternal mortality study
approach and the later model of -ysie Philadelphia pelvic malignancy
study approach were successful in reducing the mortality picture.
But perhaps the. only problem-solving approach generally accepted as
"educational" up. until a few years ago, was the. consecutive case
tonference as developed in the field of tuberculosis and later
applied in cardiovascular disease. In all,pf these examples; patient
care data examination, or the search for validation ,of the data, was
the basis for-the educational experience.

Broadening the perception of education to include the problem=
solving process is of stratetic importjance in selecting medicbl
practitioners-to serve on national review committees and Program

-7-
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Advisory groups. Many a forWard-looking proposal has..received_a:
negative decision because it was ,resented: in problem terms; Which
makes sense to educators but which did not reflect the committeea

/ view of "good education". Having a session on e ucational philoapphy
included in the orientation of new committee membe 'has heed Main-
tain congruence between Program goals and peer group vice.

PLANNING PROCESS HAS CHANGE POTENTIAL
.

The third-principle is THE PLANNING PROCESS ITSELF IS EDIJCA-'
TIONAL METHOD WHICH HAS THE POTENTIALITIES FOR STRESSING THE MAJOR
PSYCHOLOGICAL FACTORS WHICH BRING ABOUT CHANGE. .ItAj.n the'appiica-,:
tion of this principle that the factors of motivatrObr .aego nd group-

u 4
.

goal,inolvement can be unaerstood most Clearly. .. :

In medicline a real strength lies in the. high value placed. upon peer
, group judgment,of performance. Attitudes of profesaiOnals toward
each other plus t e preferencefor 'the professional groups*,td
ciapline their members, exercising both actual and potential.controf,
Jare.assets which t health educator can build upon in the ,planning
process.

One of the early examples of applying this prinCiple was the.
.Louisiana Academy of General Practice study.ocphysician interests,
which later evolved'into program. \Local physician groups became-
the nucleus for planning continuing education programs, 'with &he
focus entirely on,local physicians, deciding on the subject areas,
the details of the scheduling-, and the selection of the facuitY
members to conduct the sessions. The last session became th,
planning session for future courses. This was one of the first ex-0
periences ofs,a health educator working simultaneously with both -a
professional society and a medical school to link together the
"change agency with the client system "..

Another example of using peer group judgment in the planing process.
is the.Bi-Cycle concept developed by Dr. Clement Brown .1115- The term
"bi-cycle", describes the linkage of the cycle of patient care with
the cycle of educational experience, hence the term. First
tituted in la e 1966 at Chestnut Hill Hospital, Ph4ladelphia, the
prodess consists of involving the physicians on a hospital staff
With each of the steps of problemrrang, from survey of opindon-
of.diseaseA causing maximum disability in the hospital to a .re- audit

of recortle following an educational program. The major strengths of
this approach lie in the physicians themselves at the departMent_
level establishing criteria for Minimal and optimal care levels,
revieWIng performance to determine.hOw well the departthents are

-8-
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meetin criteria; and then instituting the kinds tqf
...

.

1 ` .)

The step which is so critical in this.process; ike.,,thetaislinCtion
between, defidits in perf9rmance requirIng isntitntion'al change
vis a vis individUaLbehavior changel sets the direction for what-'
ever'additional learning experiences are needed to improveethe situ=
ation. Some ch'angeesate' procedural, pOlicy, or a 'tlistptive in

.nature, 4 requiring different kin4s of.invedvement in 10hing for
_changewith different people. The firSt,and to Ihe athor's know-
ledge, the only paper in the literature devot4.4 tgthA-distinction
Written from an educator's viewpoint was presented.last year at the ,
fitegional Medical Programs Conference on Quality Assurance of Medical

Qare.7 What an opportunity for the health educa?prs who have al-
ready established credibility in` the medical audit4rogram to
amplify and clarify the educatiddal ffocees in the medical audit!

) ,

[

ages indicated.

Maintaining interest i4 the design of the learning eXperiences fol-,
lowing ti*,problem,ide tification is another function health educators
have perforked. There is-a hazard in the "bi-cycle" approach when
the enp.rgresland interests are: so consumed in the pr?blem-analysis
stage andrthF revieir of the data that the next stages in the learning
prOcess are treated more casually than they deserve. The 'credibility

of the health'edudator is enhanced by the perseverance shown in
saeing the program through to, fruition.

COMMUNITY ORGANIZATIMVIS A =FLEX PROCESS

The fgurth principle is: BRINGING PEOPUCTOGETHER TO WORK ON 'PROB-
LENS (OFTEN GALLED COMMUNITY ORGANIZATION) IS A COMPLEX PROCES IN-

VC&ING: (.l) 'ANALYSIS OF THE VALIDITY OF THE OBJECTIVES FOR TIE
GROUP; (2) RELATION OF OBJECTIVES TO THTVARIOUS'LEVELS AND KINDS
OF POWER STRUCTURE IN THE COMMIJNWY, AND;:(3). THE'CONCEPTS OF LEADER-
SHIPHELD BY PROFESSIONAL WORKERS; Of all the principles desCribed
by Dr. Nyswander, this one appears to offer unique and singular
opportunities for the health educator. And probably of all the
principles, this one is the'most likely to offer opportunities for
the health educator to build credibility in the medical setting. ,
The sense of readiness being expressed by other health professions
has created a climate of positive support. It is in the context
of ia'erprofessional education that the understandings amid skills
of the community organization processes bedOme especially relevant.

With Vie proliferation o:f occupations in the health field, now counted.
in the hundreds instead of.hY the dozens, and, the increased focus on
"teaMubideyeldpment, the health educator can help develop and, mold

-9-
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realistic expectatiqns of what can be'accomplished througha multi-
_

-discipline or interprafessiona approach. The language used to des-
cribe the."team" with the.ihysician serving as "captain" has in -

kpeelf set the stage for problems oflhierarch'y and power struggles.
The term "nnn-physician" workers or 'paramedical" underscores the
status problem., Gradually, however, these are significant changes
occurring -Co make possible-dynamic, viable,interprofessional re-T.
latiOnships.

Beginning iith,.:the Coggeshall Report on mediCal education abou't
ten years ago,°.increasing attention has been giVen to developing'
an awareness of the hazards of isolated professionalism in the
medical schools. Since that time many papers have been'written,and
speedheshave been given at national and international meetings ex-

0:tolling. the 'Virtues of team word. Yet there appears to'be a vide
gap between the philosophical sanction and the reality of the

o working world. As recently,as a year and a half ago, out of 575
projects concentrated ondaanpOVer development,in regional medical
prograTilsonly 25, described themselves as a "health team appoach".

0

I

-

-One/approach -which merits replication in several different, designs
pis the one carried'out under Dr. George Miller's direction eight
years ago at the University of 41inois. In' an effort to identify
What prOfessions should learn, how they shouldearn, and whether
they can rearm together, he established an Interprofessional Task,
Force composed of dentistry, phaiacy, medicine?, nursing, and physical
therapy ',,6,work in a community for several, months to ,gain answers to
these questions.- In this case.the health educator served as the
project officer for the contract, designing the terms and conditions
under which the work' was carried out. A major issue identified bSr-
the Task Force was the communication of attitudes and values rather
than the instruction about health changes. The important finding
of hdV to deal with professionalism could no longer be'' handled by
"delivering neat.packes of information to needy'practitioners".9
New ways of working with each other, not merely debating strategy"
and tactios,had.to be found. The:Task Force reported a great need
for expertise ineducation and understanding of the dynamics of
interprofessional relationships.

Mere are many aspects of inter essionSal education and team work
which need amplification, but ,two'as a is which are receiving
national attention and are particulaxqy gnificant for health,edu-
cators will be cited. It is the undeIrsta ding and skill in applying
the analytical process for development of objectives, the levels an
kinds of power structure in the community, and the concepts of
leadership as studied by healN,4, educators which are the essence of the
health educator's-expertise in'these instances.

10
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The one aspect is-in the difficult area of curriculum design as it

is being studied.by several national allied health professions-

through-private foundation support. The National Acadeny of Sciences

has set up a new Committee on the Interrelationships of Educational'

Programs for Health Professionals, and has alreeay sponsored one

conferenqe to try to develop guidelines for the design of educational

programs which will facilitMe interprof9ssional-collaboration among

all health workers. This is.a beginning step in a-journey of a

thousand mil4s, buit reflects.more.than just an awareness of need

to begin to tackle the dynamidb Of,change in professional preparation

for health manpower.

The second aspect is in the consortia development of health services/

educational activities. These are instkuments of cooperatiot and

coordination betweeh and among health facilities, consumer interests,

health personnel, and academic health institutions. Mien the .

Carnegie C.fm'ssion report on Higher Educat4on and the Nation's'

Health cam: out in October, 1970, the one recommendation whE64. sky-

rocketed to fame was the area health education center concept. ''The

AHEC,was just one in a series:oT;recommendations, and had not been

given special attention in the report. Apparently, it was an idea

"Whose time had come", tior'It triggered federal support from several
sources, withfh a short time. The role that health educators have

played in interpreting to medical,practitioners and administrators

is key to the strategies and success already experienced in this

1 'program. Credibility because of expertise in applyihg the principles

of sound communityorgani"Zatioh, has been built by health educators

at a number of different.levels of program operation.

In summary, this principle illustrates the heart of the educational

process, since it includes objectives, their relationship t the

gate-keepers of power and authority, andlierceptiohs of professional

workers about leadership. The illustrations given are based upon

the "community:' of health workers and the medical practice)settings

. in which health care delivery occurs. It is the way that he

health professionals organize themselves for pr em-solving that

the author believes needs attention.

J.

° Thefifth principle is: THE SOCIAL DISTANCE BETUE'N TOEDUCATOR
AND THE GROUP TAUGHT IS A SIGNIFICANT FACTOR IN EDUCATION. Social

distance between the health edlibator and the physician may be off'

less importance to the building of credibility than it first appears.

The social distanc5'within the physician community between family

practitioners, specialists, researchers, and admillitstrators may be

a greater problem than°between the health educator and the physician.

per?/
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Another 1.* of looking at this-principle is the view that what the
health ,educators and physicians have in compon may be more signifi-
cant^tharr"theiT differences. Both are highly educated, belong to
a professional field which is based upon a helping relatiOnship,
have received training in scientific inquiry, and want to believe
that decision-making can become a rational. process. While the
educators and physicians stem from different orientations to the
helping relatiohship, social concerns permeate both the medical
and.educational environments.

It is possible that more_change has occurred in this dimension
of the educgtional principles than in any of the others. As one
looks back over the pas ten years at the changes in equal oppor-
tunity for employment, &firmativp action plans across both the
public and private sector, and patient rights now being incorporated
in formal leggl language for hospitals (1.ndheilth care pettings,
the way we now view ourselves as being part of a group may be chan-

.

ging. What was a fight' for entry into a group some years ago, may
now be written into qualification requirements. This is not to say,.
that tokenism no longer exists, pr that episodes of'resistance no
longer occur. It doeseem.to indicate that the climate of accep-
tance has grown and stabilized to an extent that role descriptions
of health educators can be stated in,conceptual terms rather than
in prazmatic technique terms. The evidence for having established
credibility in the medical practice setting may in itself be the
reason why the social distance is of less importance.

Before leaving the subject of social distance, the responsibility
of the health'educator in finding,,training and employing change
agents who, in Dr. Nyswander's words, "are clober to the under-
standings and value patterns of the groups needing help" may be
illustrated, somewhat differen.q.y. The recruitment and utilization
of social scientists by health educators within the Cancer Control
Program, (HIS) to conduct moderator training sessions for family
practitioners is a reversal of the usual "outward reach" for
securing change-agents. In this experience it was recognlitionlby
the health educators that the group to be taught (physicians) needed
\stheory and.skill-training beyond the scope of the health educators.'
coVetence. For about five years a network of social scientists
over the-country worked with thirteen State AcadPmies. of Family
Practice in developing effPctive continuineeaucatift programs.10

.The objeCtive served was'a contractual agreement to -purchase exper-
tise from a group closer to the knowledge level of the groilp to be
served than existed at that time within the health educators. Social
distance usually is thought of in "upward" and "downward" terms, but
in this case it was perceived as "lateral" outreach.

12
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The 6ixth principle is: EVALUATION OF EDUCATIONAL PROGRANS AND
METHODS BY STAFF PROVIDES A SUPPORTING STRUCTURE FOR INTRODUCING
CHANGES IN-CONTENT ANDJZTHOD8. Intergot in evaluation has reached
such proportions that the risks lie More the concept being outf-
sold than in stimlating interest in the subjoct. Two reactions
at oppostite ends of the eontinuum seem to,occur, "education can't
be evaluated" o "let's evaluate everything ". The credibility of '

.the health educator appears to be high in the area of evaluation"'
Stith greater danger of unrealistic expectations than non-accpptance
of evaluation as part of the lepxning process,. 1

Interest in studying the effect of contittling medical education upgn
physician behavior is not a recent advance, but acceptance of the
importance of learning the impact of'education has grown considerably
in recent yeaxs. As long as education is seen by the participants
as'contributing to their, self-improvement and meeting personal goals,
then the rigorous techniques to measure change in performance seem
less than essential. It is when education is, seen as the means for
correcting performance deficits and is related to problems in prac-
tice that the evaluation techniques become critical to the planning
of the program. Evaluation is not often seen as part of the con-
tinuous feed-back to improve program as this principle states...
11 supporting structure for introducing changes in content, and methOds".

A CHALLENGE

Public health education and continuing education for health profes-
sionals may be on a collision course,if turf and jurisd' tional
areas are allowed to develop as though the fields :are, i pendent
and separate. The public health educator Who feels that ontinuing
educatiOn of health professionals is a separate field, narrows the
foOis and interrupts the continuity of the educational cycle. The
dahger lies in teat the public health educst9' stOo short of
where the action may need to o:ccur, the health care provider.

On the other hand, the continuing education specialist who does not
perceive the comTunity context of problem-solving, likewise restricts
the action and o*rlooks the dynamic interaction of the health care
provider with consumers. Without understanding the need fp- inter-

( action with the community, the fragmentation of service and the
increase in demand for resources may spiral.

The challenge ahead of 'Us is to find ways and means to keep the:'
educational cycle in focus,' and prevent fragmentation from occurring.
The credibility of the health educator as a change agent in, the

-13- _
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%medical care setting has passed the demonstration-phase. Collabor-
-ative elationships are a reality. As a bridge between the two
social systems of education dild health, the health educatOr as a.
change agent livesdn the ambiguity of doubts and dertainties.
Shall we meet the challenge of Francis Egcon when he said, "If we
begin With certainties, we shall end in doubts; but if we ,begin
with doubts and dre patient in'them,,, we shall end in certainties"?
It is up to us.

* * * * * * * * *

e
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1. Rogers, Everett, M. and Shoemake , F. Floyd
Communications of Innovat. ns, 1971. The Free Press, N.Y.

4 pp. 243-246.

2. WHO Technical Report: Series No. 534, Continuing Education for
Physicians, 1973, p. 30.

3. op.cit p. 229,0244-248. The definitions, "change agent" and
"Credibility",come from Rogers: A change agent is a profes-
sional who influences innovation-decisions in a direction
deemed desirable by a change agency:...the change agent
functions as the link between two or more so gal systems...
°typical disparities between such systems include subcultural
language difference (even-though both may ostensibly share
a common tongue) socioeconomic status, technical competence,
and beliefs and attitudes. ,..As a bridge between two differing
social systemS, the change agents is necessarily `a Marginal

''man with one foot in each of two worlds. His success in
'-linking the change agency with his client system lies at the

heart of the process of planned change.
os T

4

Credibility is the degree to which a communication source or
channel is perbeived as trustworthy and competent by the

i

receiver...ctang agent success is positively related to his
.credibility in t e eyes of hip clients. (

California's Health, Vol.414, No. 9, Nov. 1, 1956.

4
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NOTES, continued)

5. Scheffey, Lewis, C:, M.D. "The Delay Period in the Diagnosis
of Pelvic Malignancy." Obstetrics and'Gynecology, Vol. 1,
No. 50.1953.

6. Brown, _Clement R., M.D. and Fleisher, Daniel I., ."Bi-Cycle,
Concept-Relating Continuing Education directly to Patient
Care, New England. Journal of Medicine (supplement) Vol. 2811,
No. 88, May 20, 1971.

.Dohner, Charle6 W., Ph.D. "On Correction of Patient Care
Deficits", Quality Assurance of Medical Care Monograph,
February; 1913, MAPS, HSMHA, DHEW.

8. Coggeshall, Lowell T., M.D. PLANVING FOR MEDICAL PROGRESS
THROUGH EDUCATION. Assoc. of Am. Med. Colleges, 19654:
"Curritlla should be intemoven to provide p community of
maul understanding among all health-oriented disciplines,
and the program of each specialty should include' direct
experience'in how to function as a member of a cooperative
team.: p. 43. 4

1

CONTINUING EDUCATION FOR THE HEALTH PROFENIOnS, Report of an
Interprafessional Task Force, Center for Educational Develop-
ment, College of Medicine, University of Illinois, Dec. 1966.

10. Burroughs,.LenTsgard A:: M.D. "'Shop Talk; An,Experiment in the
Education of Physicians". GP, October 1966, Vol OCXEV. No. 4.
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NBW APPLICATIONS OF STIMULUS-RESPONSE THEORIES
IN ftEALTH EDUCATION

cz.
1

.. .

With each new experience in health. education, my appreciation .

groWs fbrothe value'of theOry in guiding practice. Nevertheless,
until recently I found little relevance in stimulus-response-
theories for explaininkand predicting,%let afone;for.influenclng;
the complex patterns of -human health behaVior with Which health
educators are concerneC. .While I still. regard S-R,theories as

*

'.p inadequate in. many respects, this very viewpoint led me to
discover-some newoaays.ill ich such theories maybe applied to
strengthen. the rationale upon hich health. Education alfogts
are based.

ApplIcationsJILliealth Education Planning

Insight intd a potential-new,use for the S-R model first came as
I was discussing family planning programs with a group of bright
and dedicated clinicians and administrators. After exploring
with sophistication wdmen-years of pregnancy averted by various
contraceptive methods and alternative 'approaches to assessing the
cost-effectiveness of family planning service delivery, attention,
turned to the educational aspects of family planning programs.
Concurring that educational efforts to date have not resolved
probliems,of pat lent motivation, my confreres proceeded to design
a mass media campaign which they were convinced would not only
increase clinic attendance,'but would also improve continuation
-of contraceptive use. 'With an inward -Sigh, I recognized the
taped-cassette type of thinking which has led to so many super-
ficial educational efforts all atound the world. The "input-
oUtpbt Mentality",1 thought.

.1 made the. usual protest, "You are talking as ifjust a simple
message is going to get people to make all sorts of behavior
changes." Then in exasperation I sacrificed accuracy and added,
"Don't you realize that stimulus-response theories have been
out-of-date in education for over thirty years?"

In'stupned amazement they stopped. Taking advantage of the silence,
I pointed out that most current S-R theorists have found it
necessary to consider "0" (organism) variables in their equations,
and that it is in this realm that the answers to human motivation
must be sought. "Therefore," I told them, "it is extremely naive
to think that ye can plan for education without knowing a good deal
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about the people whose response to programi'weare trying to
stimulate." Continuing, in less than logical.progtession, I'.
explained that even those psychologists who are still investi-

. gating simple. S-R relationships redogniie that responses vary
according to the type of stimulus emOloyed, as well -as with:

'atsintensity, duration, frequency, and pattern of repetition.
"Where are such considerations in your planning?" I asked.

,

. My friehds recuperated enough to admit that they really didn't-
know much about educational theory, and that, in.fact,':their
great campaign ideas were based upon little more than their
fascination with the potential-of the media and the fun of ,:

coLjUring7up clever slogans. Then they went. on to identlly,
from theirEown extensive experienc'es, human factors which must
be taken into account in developing people-oriented.educationai
apkoaches.. What followed-was themodt thoughtful andTthought-
provoking discussion of health educaihn that I have ever held
with physicians and administrators. As we parted, I felt sure
that they had gained new.understanaing of the'educational

,process, and ,that they also had acquired new respect for the
.educational expertise upon which effective educational planning A
must be based.

'Intrigued by this breakthrough, I pondered. its broader impli-
cations. Could it be that conscious or unconscious acceptance
of the S-R model of learning and behavior change underlies the
simplistic thinking which dominates so many activities parading
under the name of health education practice?

Certainly stimulus-respOgse theories have been a tradition in
American psychology, and in my own experience at least,
introductory c6urses in 'psychology give them great emphasis.
At the same time, few program policy-makers or administrators
olaim'advanced study in psychology or education, and thus the
majority have probably never been exposed to Gestalt, Lewinian,
or personality theories which stress the importance of dynamic
individual variables in the selec'tive perception of stimuli
and 'in the mediation of response. Therefore in the absence df
alternative models, perhaps these decision-makers .tend to rely
upon the S-R prototype.

This explahatioil I decided was generous, however, for most shOwy 0

extravaganzas of educational technology lack even the suggestion
of a conscious theoretical, rationale for determining how

-1 -
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educational resources will be used. Thus-i wondered whether
the highly clinical orientation A most health care programs
might lead medical administrators OnconsCiously to assume that,
just as the physiological being will`- respond more or less
predictably to.the stimuli of drugs, diet, or,surgery, the
sociopsychological being will respond in a fairly straight7
forward manner to health communications. The missing huMan
element in the S -R paradigm therefore makes it perfectly
suited to "the veterinary approach in medicine."

At the some time, I recognized that increasing administrative
reliance on computerized data-processing, cost-accounting,
and neatly Perted program flow charts, all of whidh emphasize
input - output relationships, is 'spilling over to influence
notions of hors educational programs ought to be conducted.
Nevertheless, commitment to_organizational efficiency, effedt=------
iveness, and accountability is not always- compatible with goap
of humandevelopment, learning, and self-determination. -As a
result, the operational decisions of program administrators and
health educators may be governed by rather different criteria.,
Silice administrators control the.pursestringsi however, health
educators often find themselves on the defensive in attempting
to justify the need for multi-faceted, long-range, and people-
oriented educational approaches.

) ti

In this context, the parallel between stimulus response theories
of behavior and a focus on input-output relationships in program
direction took on new meaning. Might health educators use the
weaknessbs of the S-R model to'point out the inadequacies of an
input-outpdt emphasis in educational planning? If this worked,
would there then be a more effective basis for helping others to

, recognize the need ,for diversified educational approaches
adapted to the unique characteristics of -each human situation?

Informally iesting.this notion on'a fewmore occasions, I found
in every instance that colleagues from-other disciplines readily
agreed that the S-Rexplanation of human behavior is overly
simplistic. Moreover", they easily Understood that a primary
concern with educational technology is akin to isolated emphasis
!von "S" variables. This then did indeed provide a positive.
opportunity for explaining why "people" variables must be
considered in educational planning and how specific educational
approaches are tailored to the dynamics influencing health'
behavior.

.01?
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' In addition to cdnfirlang my initial hunch, these conversational
experiments-paid other dividends. 1.found, for example, that
the S-R model was useful in assisting' planners to define more-
precisely the specific responses needed from people in order to
prevent, control, or minimize the health problem under study.
Thus without ever developing resistances to "educational jargon," .

they began to identify the behavioral objectives toward which
education should be directed. This step also helped them to
recOgnize that multiple and differentiated stimuli would ke
needed to produce. the various behaviors required, and so without
prompting on my, t they'abandoned enchantment with pre-
programmed' educationa ackages and began to think of phased
and coordinated educati al st.,,Tategies.

0
I also found, with no smell satisfaction, that intrOdUang the
S-R model into planning enabled me to get my points across without
launching into complex theoretical justifications or detailed
accounts of documented program experiences.- Further, even minimal
reference torS-R theories helped to establish my role as a
planning strategist and to legitimize my participation as an
educetorin the planning process. Perhaps,stimuluS-response
concepts are so widely associated with learning that the slightest
mention of them. in interdisciplinary circles reminds others that
an educatOr's expertise. is present. Another delightful discovery
was that an examination of S =R relationships shifted emphasis away
from the pros and cons oA, particular educational techniques, so
that my efforts to achieile a more comprehensive perspective no
longer resulteein accusations that I was "down on media."

By sharing these minor successes, I do not mean t suggest that
tackling the S-R model in planning will always cir umvent dis-
proportionate reliance on the media or divert nee essly expensive
investments in television spot announcements, roadside billboards,
and pamphlets by the thousands. Deeper issues are at stake. At
their heart, these.Aoncern the conflicts between the regulatory
requirements of 4Cientific, industrial society and the openness
of a humanistic one.'

functional Value of'the-S-R Model in the Heal Care System

Dedication to science, pf course, has achieved specfecular advances'
in medicine, which in turn.have led to continually rising health
exp'ectatione and continually improving standards of health care.,
Fulfilling these expectations and meeting these standards, however,

9 requires.ever-increasing reliance on medical technology. At the
% same time, the high costs of delivering such tehfiology to the

-20-
3:35

4F



°%.

ti

4 V

6:

public has resulted in exphndeki organizational systems,. eaCh. ith
accompanying rules, regula4ons, and requirements to provide -

essential scientific, econ ic, and adMinistrative.Cotrols.'.'

Overcoming simpligtic input-oUtpui approaches inalealth education
- thus.involves more than refuting the S-R model of human behavior.
It concerns changing structurally functional systems which are
imbedded in the fabric'ofoor technological society. :

rit.

4

Since the mechanistic S-R explanation of human behavior, with'its
implications ofexternal,manipolation,and control, closely
parhllels a, focus upon programmed inputs to achieve pre-determined
outputs, its application to guide health education practice is

°consistent with a technological approach to health care delivery.
It therefore may have special appeal to phySicians, disciplined by
scientific rigor to intervene in human response to disease, and to
'administratdrs,.committed to tl+prodoction of visible results in
return for the allocation of scarce resources. Moreover, since
the application of this model leads to major emphasis upoxP the
-methods, materials, and techniques of edocatidn, Whi9h, after all,
are "S" variables, its acceptance is supported and7promulgated py
massive commercial interests which have developed as part of
industrialization.

,

46.doption.of the S-lemodel in health eduCation is technologically'
functional in another respect, for if responses are not as
taftticipated, failure can be attributed to only.one of twesouxces.
Either the stimuli have been inadequate, in which case4ore and
better technoAty is indicated, or something is wrong with the
response mech:isms of the.peopie; in which case 'they are labelled

o"hard-to-rea *-.:--,.Vaphthetic", .or otherwise abnormal. The possibilityA
is not consideied that the system itself may need to change in ways
which those,Who rel$ upon it definO, for the S-R model leaves
thinking. people out. The system therefore maintaina control',..

tinkering with thv "S" of education to improve the "le of the public.
.,_it purports to serve through human engineering.. '

-

.

..tr,

Practice Dedicated to the Goals of Health or Education?

Within this milieu, health.edocators have long endemiOred-toinvolve .

people in problem-'solving as a primary approach to facilitating
learning and Change. Thefore, we have largely rejected stimujus-
responsetheories as antithetical to our .gurposesand. methods, for

q!
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these theories neglect the potential of individuals,. families, and
communities to identify and solve their own health problems and to
deveIop'indreasing.capacity to do so. Intead we have preferred
theoretical guides to praCtice which emphasize the dynamics of
human tehavior and change. p,

Nevertheless, even as our understanding of,these dynamic theories
has grown, we-have been handicapped-in their application by the
increasing restrictions imposed upon ourwork and the behavior of"
the people whom we seek to educate by.the bureaucratic demands of
theiagencies which.fund,.plani and delive health setvices
Consequently,- we have come to recognize the need for'leatning and
change, not just in individuals and communities, but also in the.
very institutions -`of which we are a part.

.

These observations are...hardly ndvel, but as I.reviewed them tom
. my S-R starting pointyI began to, put tome Of the problems of

our professionin a new-perspective. Even though we have largely
rejectpd the S-R Model as a theoretical basis for bur,practice
because it omits both the people and the process of education, have
we substituted anything better? Or has. mit committment to education
teen overshadowed by our socialization into the technology of health?

Take opr,stress Clon behavidral objectives in educational ptogramming,`
for example... Such objectifies define the-goals of eduCation in terms.
of the behaviors which are.needed to'improve health status. Although
Mae use all tpe insight we can muster from the behavioral sciences to

-.4esigh,educational strategies which will achieyerthese objectives,
our approaches are primarily. targeted to result in health action
rather than health education. Further, although we state that our ?

ultimate purpose is to enable. eople to make more informed decisions
about those behaviors affecting their health, we persist in evaluating
our success in terms of these health behaviors themselves rather 0'
than by,indicationk of whether or not an informed -decision has
Actually been made.

A

In spite of this practice, as.educatota T1: well know that neither
action nor inaction is simply related' to the degree of education
Which has taken place, for other psychological., sociologiCal, and
situational variables intervene. We, in fact, analyze these variables
'in making our educational diagnosis and utilize those which are
subject to our influence in order to attain the objectives which have
been defined within the context of the healthcare system. Yet in the-
absence of a cleat emphasis upon educational'outcomes, is not this
reliance upon.dynamfc human factors to achieve specific health
objectives, just as manipulative as 'application of the S-R model itself
would_imply?

°

°

. .
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-If, on the other hand, we focus on truly educational goals, helping
others to help themselves in.achieving thosephjectives Ohith they
themselves have selected,:we jeopardize Our p4itionjn the health
care system. No conflictoccuTS ag long.as our efforts result in
'decisions leading to health actions which are consistent with what
science knows and technology provides. If people opt not to take
those health actions which the system specifies, however, then
health education is considered unsuccessf 1 by ourselves, by our

;t
professional. peers, and by the agencieS within which we work. The
,system thus reduces support for our positi ns and the type of
health education whicb we espouse, replacing our efforts with
methOds and goals more amenable tosystein requirements.

it

Caught in:this web, we/have struggled tb\alter the iystems which
employ us.as we.simultaneously endeavor to,educate the public
about the need to utilize the services that thee systems provide
Our activities thus are sometimes confusing to otherg; and the..th

rationale behind them cannot be simply-explained. This confusion
is compounded because as change agentswe.have adopted different
strategies, sometimeswOrking within the system by educating
administrators Or even by becoming administrators ourselves, and
sometimes by working to mobilize consumer action groups or, more
recently, by entering the political arena directly.

,

While we have been encouraged by new national. interest in health.
education, we,have tended to overlook the economic motives under-
lying this development. Thus many of us have been disappointed in
our early attempts to influence public policy. Our pleas for
legislation funds, and-the administrative freedom supportive of
community-based educational programs have largely goneunheeded,,
and most of the increased public. monies earmarked for health
.education are tied to categorical health programs andiadministrative
time - tables Which hinder setting in motion free and open educational
Piocesseg.

Nevertheless, we have optimistically greeted the availability of
new funds for health educatiqp and have joined in the scramble to
secure them, only to be again disallusioned by the fact that our
grant applications must compete with those written by persons who
have no training in-Meaith education whatsoever. We are dismayed
to discover that sound educational proposals are being discarded
while "show and tell" projects are being funded in staggering
amounts. Meanwhile, commertial enterprises are turning tidy
profits from skillfully marketing standardized health messages
canned through the Miracles of modern educational technology.
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Healt ducation,*be .g exploited, we decide, and we as health
educat rs are-being *plotted with it. We have moaned and colm.
'plained and protes dimong ourselves about the. failure to
utilize our educatlOnAi expertise in planning and implementing
broadlYardonceivehtelth education programs, even as we have
raced to demonstrate that more limited health education endeavors

. can save the system ioney.,,,,Inthe resulting paranoia, wp have
,fragmented ourselves and our profession, and missed. the tOndatental
issue.

The goals of consumer health eduAtion, if fully,realized, do
indeed promise to result in greater individual and community
responsibility for health. FUll exercise-of thisTresponsibility,-
,however, extends far beyond simply responding to the stimuli.
which the health care system provideS. Ultimately theeducated
and resp nsible health consumer must evaluate the adequacy of the
health-t re system itself, actingtorestructure it where

. necessa to better serve the public interests.

In that such restructuring is initiated by forces outside of
the-system, it violates system requirements of internal antrol.
Moreover, sidce the system already embodies all avaaable
technology, external efforts to change it inevitably must fie
direct6 by non-technological interests. ,FrOm.this-pqrspectIve,.

veffective health education threatens the ery foundations upon
which our health care system is based, and the' system therefore
cannot-be expected to support health education exq4pt in limttec
ways which clearly serve the System's goals. The proliferation
of commercial health education activities, on the other land,
is compatible with.our industrialized'free enterprise system,
which is not endangered by the probability that such'activittes
are likely to have.only minimal impact on the public's
health-related behavior..

Although the ideals of health and those of education are
complementary and humanitarian, the technological systems which
have developed in pursuit of health-place us, as health educators,
in a marginal position. We have recognized this marginality
before, usually defining it in terms of conflicting demands
between the helth agency and the community, and exAtning
away dilemmas about our roles as normal phenomena experienced
by change agents.

Nevertheless, to the extent that the tethnolOgically identified
. . .

goals of our current health care system are incompatible with
the goals of education, our conflicts cannot be so easily
resolved. 14 must face them in all their force and make some
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hard decisions in dealing with them, or else accept increasing
loss of professional identity as health educators, meekly
resigning health education itself tova peripheral part in the

° drama of change which is occuring throughout our society, with
orlwithout our participation.

6'

Perhaps the implications of the SR model, fully, explored, can
help us to clarify these issues not only among, uurselves, but
also with others who state a commitment toedueating.the public
about health. Utilizing the.simplicity of the S-R framework for
analyzing the goals and purposes of such commitment, as well as
the methodologies by which it is to be expressed, hopefully
enable us and the people with whom we work to make more
info ed decisions about .the extent to which education will be''
inc orated in health education and how this is to be accomplished.
4'h approach may also provide a new focal point for identifying
those alliances which we wish to foster and sharpen areas of
disagreement which retain to be resolved before,we can join with
others in working toward the realization of Neal goals in bath
health and education.'

.*,

Applications in Teaching Health Education

°

Encouraged by the thought and insight generated through ,my casual
experiments with the S-R Model in planning, I began to test its
use in the classroom tad. Results.were equally provocative.

Much like the informal groups of interdisciplinary planners and
philosophers, students in analyzing the model's weaknesses bin
to identify from their on experiences factors which influence
the learning process. This led into lively and productive
discussions of the relationships between learning and change,
while it also provided a context for understanding the relevance
to health education of -those theories which are more concerned
with the latter than the former. This approach thus provd
effective in helping both graduates and undergraduates to under-
stand the scope of health education practice and in developing a
framework for further teaching, especially in caMmunications and
the educational aspects of health program planning.

0 .

Playing with the S-R model, I also found it useful in introducing PA

Concepts of research methodology to firdt-year graduate students.
When just "Experiment - Outcome" was written on the blackboard,
they had difficulty in identifying potential problems biasing
measurement and interpretation of data. When I wrote "Stimulus -
Response" underneath, however, suggesting that there was a
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parallel, they quickly began to point out possibilities that
outcome :might be detetanWby:domething other. than the
experimental variablp being investigated, that combinations
of stimuli might be invived, that measurepent itself. could

'be -a stimulus, that response might be delayed or vary for
different people at different times and under different
conditions, and so forth. From here, the seminar advanced
naturally to consider methods-for avoiding orsontrolling
these problems, and soo-we were actively invorved in studying
fundamental principles of °research design.

1

Such classroom experimentation led4o another revelation. Hy
own rejection of the' fruitfulness of stimulus- response theories
for health education'had previously led me to,ignore them in
teaching out of preference for other theories of learning and
change. Nevertheless, as we discussed the S-R model, student
comments made me realize that my prior neglect of this important
thrust in learning theory had left some with the impression that
health courses didn't deal with learning theory at all.
Consequ tl 4 the expectationd of non,-MajOrs were often so
severely jatred.that they didn't understand the direction of our
introductory course until it was half -wy over (when fortunately
some "Ahas" occurred). FOr the same reason, our graduate health
education majors felt insecurely grounded in education and
considerably confused about the curriculum emphasis on the change
process, group dynamics, community organization, and communication.
This evidently heightened the annual identity crisis and created
a credibility gap, in their own minds at least, of themselves as °'
educators workin( in health.

4

With recognition of this problem, graduate students in one seminar
requested,an intensive review of learning theories. The objective
of this undertaking was to identify, for each specific theory,
implications for health education practice. We decided to begin,
as was historically appropriate, with an examination of the
stimulus-response grouping. The 'students were clearly excited.
At last they were going to be initiated to the secrets of
education whiCh the faculty had stubbornly withheld.from them so long.

Until this time, it must be pointed out, my applications of the S-R
concepthad been limited clif0.y to the preSentation of the .simple
model with heavy emphasis upon its inadequacies. Although my
conscience had complained that this usage lacked academic object-
ivity, I had overc&ie my guilt pangs by resoiving'someday Soon to
.re-familtarize.myself with'the formal details of 8-R theories and
the research related to them just in case they offered'some value .

T'fb*healeh education practice which I.kad previously

0'



overlooked, This intent was reinforced by the pragmatic
recognition that unless I was intimately acquainted with these
theories, my grounds fog attacking them were too easily subject
to question. Therefore with t4 students' request, I dragged
out the books once more, resigned to re-reading 'descriptions of
cats escaping from puzzle boxes, rats running lip mazes, pigeons
pecking levers, and monkeys playing with sticks.

To my surprise; I enjoyed it. Equally amazing was the students'
. reaction. They didn't. They arrived on the appointed seminar.

day discouraged with the poverty of the S-R theories for health
education, disappointed that they found few concepts with which
they were not already familiar, and incredulous that anyone
would presume to generalize results froM experimentation with
minute animal responses to the complexities of human behaVior.
Their conclusions left them newly resPedtful.Of the theories we
had been teaching in our health educatioh courses, and so this
exercise brought:the kaculty and students closer together.

)
Some Pros ects for A 1 'in Aspects of S-R Theories Themselves

,

While the'students' independent evaluations of S-R theories
agreed with.much of my own previous thinking about them, I
found that through this most recent review I developed heightened
appreciation for the: rigor, creativity, and years of effort with
which S-R theorists had approached the difficult problems of
studying learning., I was not so quick to reject their contribu-
tions, and in fact, saw several fresh links with cognitive
theori4s which I felt might piovide good -.avenues for helping
others to understand principles of health education. Although
these applications involved some bendingof formal theoretical
definitions, I also found myself having rather a good time
identifying possible ways to apply certain postulates,from S-R
theories to health education practice, and this, in turn suggested
some new ,ideas for research and informal experimentation. 1

Thus, for example, I was pleased to re-discover Thorndike's
emphasis upon the` importance of the situation, his law of learning
readiness, and his concept of action tendencies. While I continually
rely on these concepts, I hadlnot paid all that much attention-to'
their origin. Being able to attribute them to Thorndike himself

A. would be marvelous ammunition for combatting the "input7output
mentality," I thought.

_

I further speculated that Thorndike's view of learning through
trial and error might prtductively beantroduced in discussiOhs
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of wiVae+appens to people attempting to utilize the health care
System. Similarly, hi's stress on the importance of externally-
provided teinforcementa-mi*tlead.health workers totconsider
whet.rewqrds and pUnishments are 'associated with the seeking Sr, \
health services, and under what conditions the service provided
issufficientrewardtostimulatekeepingreurdappointments.

-4

The review of classical conditioning theory suggeited'that in
health educatien we might do more foj.nvolve people in analyzing'
theirown:stimuius-response pattetts.which are associated with
recurrent behaviors non-supportive of,health, following this
with the self-identification of.persdnally acceptable alternative--.
responses. This has been tried to some extent, I know, In anti-
smoking and wej.ght teductiOn programs,: but I question 'whgth `

we are using:thisapproach as widely as we might and whether we
haVecompared our experiences with'eachother on a practical
level, and on a theoretical level. with Pavlovian experiments in
which the dogs had little part in determining 'how they would
respond.

o

o

Since long agoj.had taken a psychology course from Guthrie ..at-N
the University of Washington, I was particularly pleased to
,discover relevance in his work that escaped me In my undergradudte
'years. Now it occurred to me that his concept of the generalized:.
response might be useful in,heiping health wotkers.to see why every
clinic contact is important in affellting future clinic attendance.
,The notion that certain stimuli canSlead to automatic responses
might also be useful in training interviewers to become more aware
of factors potentially biasing the data they collect, as well as
in assisting health workers to realize that their actions and
experiences can consciously or.unconsciously serve as stimuli
eliciting both positive and negative patient responses;

s

\

Similarly, Guthriework on habieformation suggested the possibility
that we Might attempt to identify habitual series of movements that
become generalized to routine_responses which nevertheless are
counterproductive to, the effective delivery of health services. The
impersonalized registration of patients at clinic desks and the
mumbled routine With which medical histories are taken constitute
two problem areas in which I think we might profitably experiment
with Cuthrie's ideas for bringing about habit extinction..

P
Two cancepts from Hull's intricate theory of learning struck me .

as particularly applicable to health education practice today. One
is the importance of specifying exactly what kind of learning is

.involved in a task. If we did this more in edUcational planning;
surely we couldelect our methods and evaluate their effectiveness
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with more precision. We also might try helping those who are
ov'erly enchanted with educational technology to take an occasional
look ateducational objectives by ask* them, for example,
whether'their pet methodrhas proved most,effective in serial
learning, transfer 'learning, or rote learning. Secondly, Hull's
concept that a certain threshold must be reached before
learning results in performance could, I think, be Useful in

it,

helping legislators and piogram-adtini trators to understand that
the magic results produced by educatio 1 allocations will not
necessarily be visible by the end of each.fiscal year.

- .

These are only a few illustrations of ideas hatched while
thumbing through already dog-eared books. As I returned them
ta4their shelyesi I found myself hopingLfor the opportunity to
Subject these thoughts to the 'fire of.other viewpoints in one
of those intense discussions that one 'can rarely plan-but which
sometimes unexpectedly,jbst happen. calso resolved to. spend
some time in the library up-dating myself on current thinking
and research among learningtheorists with the antic ation that
this venture would be, at fhe very least, stimulating..

.4

S-R,Theories'in Health Education Today

1

The chance to debate S-R theory came-sooner than expected, arriving
, in the foitM of a lanky and likeable graduate student in nutrition,

whose undergraduate major was physiopsychology. John had done well
in an introductory course in health education for nutritionists. and
dieticians, and so I had invited him to join me in teaching the
course another time around.

6
As we started to,plan.t gether, John stated his strong opinion that
the course should give ore emphasis to learning theory. "Fine,"

,
I agieed, and asked him which' theories he thought we should stress.

, "Well, you knows learning theory," he said. "But there are so many,"
I anWeredi 'In John's view there was only one -- Skimmer's operant

conditioning.

fr

He was convinced-that health education offers little promise for -

changing food habits and improving nutri4onal status except_ through"
behavior modification techniques. Although he personally had not
been-inyolved in programs using behavior mdification,. he had heard
Of many success stories and his undergraduate' work with rats had
shown him hoW effective behavior modification could' be. Visions of
Beyond Freedom pd Dignity surrounded me as I asked John whether
he believed at all in man's ability tAcontrol. his own behavior.
The intense discussion I'd been hoping for was underway,

0
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The prospect of Working with John for an entire academic quarter'
sent me to the library inrazhurry. I made a, beelifieVor
Psychological Abgtracts and spent a long afternoon .getting'a
feel for the literatUre on'operant conditioning over the last
several years. It is enormous .and obviously growing. Animal
studies still abound,.-but incressing.experimentation with, .

pebple. is evident.- Behavior modification was added as, a separate
index heading in 1972,.with cross- references to a number of"
other subject areas.

I had expected to find a good deal of human research in behavior
modification with the mentally ill and retarded, Ink was surprised
to see so much ,classroom work with school children reported. Of
particular interest was the discovery of a small but expanding
literature on the utilization pf behavior modification teChntques
in training programs, including the development of group :discussion
skills and parent-education. My hair almoststooden end, however,
as I picked out an emerging trend toward the application of'
behavior modifitation to health problems; especially by nutritionists
and nurses. Where are. we, as health educators, in this development?

I do not mean to imply that we should plunge headlong into the
utilization of behavior modification techniques, ourselves, but
certainly if we are to present ourselves as health educatiln
*specidlists, we need tg,become familiar with this methodology,
the ways in which4t'is being applied in health, and the results
which are being' obtained. Moreover, we have a responiibility to
help define the situations in which it may be effective and those
in which it may not,'as well as an ethical obligation.to point out
the implication0aits use. All thig will require understanding
the theories Of operant conditioning, classical conditioning, and
observatienal learning upon which behavior modification is based.

. .

Against the background of my discussion witTJohn, my afternoon,
in the library, and an accumulation of other indications, I am
convinced that this is an urgentchallengeto health education.
Behavior modificatio may well be on its way to becoming the. '

/latest'fad in health education, even though research supporting
' this development-is-as-yet scarce. '--The promise .of the "cure-All!
in education, as in health, is too attractive; and the_pessibility-:--
of controlling the behavior of others, even for "their own good,"
is too appealing to our technological society and its input-output *.

mentality.
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This larger issue is by no means imored by learning th
who are debating behavior modific flat on philosphi
as experimental grounds. The- on ...standing division be
the stimulus-response and co aitive psychologists thus.
and as such represents another facet of the deeper question',
permeating our society about the degree to' which,people's. actions
are - -and' can be-- controlled by external forces and the extent to

L,
which they' are - -ant can be--AtIntrolled-bY the people themselves.)

lyl

,gists,
as' well° ,

teen
continues,

Until a commonly accepted theory of human learning and behavior
is-developed, answers to these questions depend on both faCt
and value. As edticators in health, we need to ask ourselves. ,-
.what will be our contribution to the distovery of fact and where
will we stand on the matter o value.

S-R Theories a§`Gui:des to Health Education Practice

%en

In health education, we have drawn upon awariety of theoretical=
position's to provide a framework for problem analysis and solution.
Although we havefound certain concepts from S-R theories
fruitful, we have probably not been a§ systematic, rigorous, or
evaluative in their application as we plight. Moreover, we have
tended to reject these theories in their totality as adequate
guides for our practice because Of their lack of focus upon
the processes through which learning and change occur.

Through challenging the S-R paradigm directly with those whose'
notions of health educationseem to be based upon this simple
model, I came to the broader understanding that theory provides
more than a pattern for our own practiae.ta fallow. It also can
serve as a tool to question and, evaluate the practice of others.
To use theory most effectively'in this.way, however, we must be
intimately famitiar with it. This, in ,turn, can lead to new
insights to guide our own ftictice, not only as these are
derived directly 'from theory, but also asIthey emerge out of
disgreements with it.

The fundamental division between S-R theories and other learning
theories concerns the role of the individual in determining the
goals of learning and the direction of change, as well as the
processes -through which learning and change occur. In that
this disagreement also ties at the rot of many current issues in
health,education practice and in our society as a whole, clarifying

our theoretical position may well'be the most bffective step we can
take in developing more adequate guides'to practice.

4-9
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PARTICIPATION BY THE INDIVIDUAL N(COMMUNITY PROBLEM SOLVING

This paper contains abstracts from fpre unpublished papers that I
be3,ieve were Nyspnderian in character in that the philosophy devel-
oped grew out of abrothy's early insistance'that health education
,was synonymous with commuhity and/or citizen participation:

The thesis I am proposing is this:

Citizen participation must include control and-autonomy
by the individual over those activities and decisionb
that concern his own and his family's welfare. The in
dividaal mustbe able to manipulate tht system and not
be manipulated by the system as many of the minority
group,4rembers and other citizens of the United States
are todar.,

Hopefully, the concepts and ideas expressed in this paper will Coh...,
tribute to this goal.

My experiences in the last eighteen years have bedh With the American
Indians of the Southwest. While it is my opinion that much of what
I am going to present is applicable to other ethnic minorities, the
philosophy, concepts, and experiences to be described will be based
on a long association with those Indians residing in the states of
Arizona, Nevada, Utah,.and certain parts of California.

The Phoenix Area Health Education program does not follow the more
traditional lines ofJwalth education as found in state and county
Health Departments or similar health education programs. We are more
concerned in developing participation of the Indian population in
programs that concern their health and/or are health related. It
seems to me that the only people who can solve Indian problems are
the Indian people themselves. Therefore, our health education
efforts are directed almost entirely toward encouraging Indian in-
volvement and helping them develop prpblem solving

In April,"1969, I had the pAasUre of co-authoring and presenting a
paper entitled."Community Participation as an Indicator of Develop-
mentalChange"W at the annual meeting of thq Society for Applied
Ahthropology in Mexico City. The basic hypothesis described in this
paper was developed as follows:
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In the past 10 years the emphasis in the Indian Health Service has
been shifting from hospital clinic-oriented treatment programs to
community-directed preventive health prograis. A guideline thesis
is needed, therefore; to develop, predict, and evaluate the results
of these new programs: A history and case 'study analysis of tribal
and*village development programs over the last half century sugrests.,
an hypothesis and methodology for developing, measuring, and predicting
community problem solving ability and community responsibility for
&recting its Own preventive health programs. The hypothesis des-
cribes the kind and extent of community participation necessary
before the community will take the responsibility for a health pro-
gram. The hypothesis 'is this: When members of a community or
local groxpLaescribe a program as their own as opposed to belonging
to an outside group or change agent, they will take responsibility
for-directing and maintaining it after the change agent has left.

In order for them to come, to call a program their own,-the members
must participate in some combination of the following aspects of the
program's development: P

1) They have to come to accept the initiator or chang''
agent-of theOdevelopment process as a person who can
be trusted;,, who has demonstrated concern for the yell-
'being of the community and has respect for, its members
and their potential for developmental change. He.must

-possess the knowledge; skills, and potential resources
sufficient to help-tAem solve the problems. Once the
-change agent has been accepted by the community the
following kinds of participation can be initiated.

2) 1,The community members have to help identify the problems
\ that they wish to resolve.

ers must articl ate in lanning20;___--
Orogram solution to the problems tiady-h-e-iped to identify.

4) They must believe there will be benefits foe themselves
derived from the program's success.

5) They must be allowed the time and opportunity need4k
to adapt the planning, organization, project, and
evaluation to their own socio-cultural life.

6) They must recognize as ir own the organization and
its functions responsible Carrying out the program,
and then participate th ug

7) They have to accept the jor responsibility for organ-
izing and carrying.out t e plogram solution and do the

"work themselves or select those'who do.

F_
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8) They must come to decide whether or not new skills
and technical knowledge are necebgar,rt6 carry out
their plans and they have to identify` ,a.zia obtain thy`
resources that can assist them.

9) (Finally, they have to recognize the results of their ,

efforts, success on'failure, as,their own.

These are probably not -the only,.critical aspects of community_parti-
cipation necessary to transfer change agent initiated-developmept
to the community's jurisdiction, but they appear. to be fundamental
to tile probleAdescribed above. The above hypothesis sets out the
kin f community participation necessary.to transfer program plan-
ning direction and implementation from professional adminibtrators
and technicians to the local people and the kind of community -involve-
ment that encourages the growth of*skills to cope with non-traditional
demands.'

A theoretical explanation of the hypothesis would have to- involve a
di's'cussion of two or more Societies confronting each other-through
selected members in a contact situation. Prhe wider and more intense
the conflict between them, the more attention is paid to who possesses
the elemetits.of power and status. These elements may be-organizations,
positions'in organizations; persons, programs in the procespOf devel-
opment, facilities, equipment, funds, etC, that belong to "us" as
opposed td "thee...Such distinctions betWeen elementsbeloitingto
either one sdcrety or the-other, become more evidence to tie observer
when members of one society believe -:that the activities ofAht-other
society are threate-ntifgilierr most valued institutions. Recognition

possesses the elements of power has survival value for
members of the threatened society 6 group. The decision whethe' to
resist or to cooperate can then,be directed toward the appropriate
elements. The elements themselves may not be threatening excepteas
they are controlled and used by members of one or the other society
for purposes that threaten. Fdr example,.the,Papago COmmunity Health
Representative program, an element in the Papago-Anglo contact situ-
ation is viewed as less of a threat to Papago tribal life, than when
it was originally proposed as a pilot project by the 'riga:n Health
Service. The tribe is now taking greater control and ripfonsibility
for their CHR program. Slowly it is being run more and more-by the
communities and uitd for their own purposes. Similar pr:Ograts",phen
run by'd federal agency, have beent viewed as "a direct threat t,(2
village community life'. This view reflects their past experience with
too many prp grams carried out-for the purposes-of theklominant'society.

1

n

In the period following.the development of the hypothetical conatructs
referred to, I have come to believe that a further,extention of the
concept is needed.'
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In.the.earlier paper the" emphasis was directed toward establishing
several\sub-hypotheses that described the kinds of participatiOn
that melalbra of the community would undertake in order to achieve
the program gdal as outlined. Unfortunately), too many of the

''''resources and nhange agents working with problem.communities honestly
feel that they have inifOlvegd the-people,in the,oplanning and'decision
making.when,,in.fact, they haye imposed decisions upon- them. If the
change agent is really concerned in helping the depressed population
achieve the goals outlined in the hypothesis, it would seem to Me.

',that there are siX.additIonal objectives that need to the achieved
,..ad follows

l)'''Yo Help the'Indi'an people resolve some of the over-
Whelmingly'acn4e troblems that they face. daiIIthat
affect the individual or group velfare;.examples of
these-probaeMs would be serious illness, deprivation,
eland neglect, hunger, acute alcoholism,.disaster,
(:)k others.

2) To assist.the Indian people in identifying and seeking
rt7Aurces, then provide consultation and guidaace tom
individuals and Nmilies. Such-consultation and
guidance would involve community members in the steps

'

and proCedures taken in the problem- solving prOcess-
This could eventually develop the necessary expertise
among grassroots people.so they can solve these problems
themselves. Examples of these problems would be 7..
chronic.illness, malnutrition,-chronic alcoholism,-
pOor housing, lack of job skills, drug use., and a.

needs.
Ge, , q"

3) To develop the family, as a unitfornroblet-solving; to
,strengthen the role of the family head and develop a
concept of unityand mutual support among family members.

4) To develop the appropriate group-v-Ls family, communit,
neighborhood--iNnto an organized problem-solving unit.
This would be accomplished through regularly scheduled
forum-type meetings. 4

5) To develop a communication bridge,linking_ihe Indian and
non- Indian community and;its-resdurces.(specifically,
those resources that affect the routine matters of con-
cern: economy, education, welfare, physical environ=
went, health, sociaI-psychOlogicalrelations, as well
as others). : The objective of this.portion of the'pro-
ject would be to provide opportunity for the adult
community members to experience those personal contacts,
partidipateneetings, and observe.hoW staff and
members of organizations 0-Onc-c-nr-Te-d-withproblems approach
the solutions.

TZ
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6) To develop more fully the concept Qf total involvement of'
the entire communi.ty, j*ncluding men, woMent9nd children',
in the problem;solving,prooesS'C If ';Wa are ever going to
resolve the problems cteated by-.4,,p,aternalistic bureaucratic
institutions where theystem continnes to-do things to

. or for people, we must explore .otherY, approaches to problieM

solving. ,
,

HOW,DOES THE ROLE OF THE OMBUDSMAN OR ADVOCATE FIT INTO THIS
HYPOTHETICAL CONCEPT ?. !' t,--

.
",' -. ,

. -e.-

,

.,
. . .; . ,,

It seems to me that the tradAtional OrIbudsm64/Adziocate role,would
perpetuate the paternalism that initially .created. the problem for'
which the ombudsman/advocate is. needed: .R684 experienceg have '2.
convinced me tha'd further adaptation'ofthondtpt of Ombudsman/

.

Advocacy is needed.
-

' tI

Because the Indian people haa, ritten,language, communiqations,
historically,,ameng the Indian,people,-Was-primarily,oral-.-We have
found th..a.t traditional health education approaahes and.material des-

cribingcribing diseases and' health concepts in-written_form have less of an
impact than they would have on most other population groups. Also,

becaUse the majority of the Indian pop4atipns with whom we work are
small, discrete populations, we have found that the town meeting or
forum approach fs-very successful and much of our health education
activity is conducted in Ehis,kind of"a setting.-

Unfortunately, the historical relationship between the Indian com-
munity members and the dominant society has created what could be

called a"dependency syndrome". This phenomenon can be observed in

most Southwestern Indian communities. In the extreme it resembles

very closely Durkheimb concept of Anomie.

This dependency syndrome is an outgrowth of the kind of paternalism
that developed over the long association of the Indian people with

the dominant culture. It is fostered, promoted and developed; in mg
opinion; through the concept of "experts"; the expert, in this

capacity, playa the role of, doing things to and for the Indian people.

In, fact, the expagt feels that the Indian people are incapable of
resolving their own problems, and, as a result, must'be treated as

children. In addition to creating the dependency syndrome, this

kind of relationship is most demeaning. Among'cther things, it

/communicate that the expert has little respect or confidence in
the individual with whom he is dealing and it is impossible to ex-
pect,any kind of progress-in this kind of an environment. Unless

one has respect and confidence in the people with whom he is workinP:

the job is pretty futile.
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How can we utilize "the expert" and still help the participating
community and/or citizen get and retain control over those activities
and decisions that concehis own and his family's welfare?

*O.

I think that the description of holt the Adv9cacy Team Concept was
develbped and followed by the core team members" in the Payson
Project is, one way.

In working with a small group. of Tonto Apache Indians (20 families
or approximately 80 people) in Payson, Arizona, the concept of the
Advocacy 14-6am3,4,5 evolved as a result of meetings held over a
four-year period. Very briefly, communny meetings, including men,
women, and children were held on a regularly scheduled basis. The
primary objective of the meetings was. to involve the community
members in problem-solving activities, and develop participation
and leadership within the group. At the same time, those resources
concerned with problems of a depressed minority were invited to
participate in the Meetings. The philosophy concerning the role and
function 11 the advocacy team grew out of these meetings.

a
"When-.working with people with problems, partiCularly those who have

t had long exposure to-paternalistic,bureaucratic institutions, we
have all experienced"the great ne for dependency on their part and
reluctance to chdnge. j\A feeling gs hopelessness, not unlike Anomie,
exists among the members of the depressed community.

In additionmany of us, myself included, have been reluctant to
relinquish 4realeadershii role that we have worked so hard to achieye
in order to help those we feel are less fortunate than us. However,
in order for the advobacy team concept to function, it is essential
that those in historical leadership' roles, e.g. experts suet as core
team members, clearly see their role aS consultants and resources
to the Indian members of the team. 'Unless the core team Members
recognize that the community members must solve their own problems
in order to achieve self deteimination and break the hackles of
dependency; there can be little hope for success. In Payson, the
core team membernot only saw themselves in this role, but also
supported and stressed the self help concept where the Indian
people made the decisions.

For purposes of clarification, the "core" 0 the advocacy team is
described as those individuals who possessed the kinds of skills,
expertise, and competencies not found, in the Vayson Tonto population.
The core team membership consisted of representatives from the follow-
ing disciplines: Anthropology, Architecture, Education, Health
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Education, Industry, Law, and last'but certainly not least, outside
experienced Indian tribal leader4hip. These outsiders provided
the theoretical and practical experience and expertise so necessary
in a project of this type.

However, the AdvocacyTeam included all of the membersmeq, warren,
and children--or the Apache community ao well. All decisidnseven
those considered to be of little importancevere made by the local
Apache community Albers or their designated tribal representatives.
The decision tei-function in.thip fashion had much to do with the
forming of the advocacy team philosophy. We (core team members)
identified ourselves as resources and consultants, not as decpion-
makers., In a sense we functioned as servants to the Apache community
and have continued to act in this capacity.

.In conclusion I would like to restate my introductory remarksthe
real goaltisror the individual to get and retain control over those
activities and decisions that concern his own and his family's wel'h.
fare. Control in this frame of reference means when the Indian
people describe a program or activity as "theirs" rather than belon-
ging toputsiders; when the resources fa6experts are invited to
participate--to contribute, not dominate; when the Indian people
make the decisions, not outside authorities; when the local Indian

,people are recognized as intelligent, able, concerned members of the
community; when programs and activities'are conducted by the Indian
people thpmselves in wtdedocratic fashion, where concepts, ideas
and recoimendations are solicited and encouraged, not discouraged.

When this happens,we will have reached our goal.

* * * * * * * * * * *

57
a
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IN SUMMARY

There exists a considerable diversity of views do health education
of Aborigines in Australia. InAhis paper, the author presents some
information concerning the nurses' perceptions of nurses in their"--

, healtb education roSs. The results of the st:udy.lead to the for-
. mulation of two models of health education; the information-giving

(model, and the human and community development model. The salient
features of these two models and their implications terms of
staff- training of both European and Aborigirial workers in the health
field in general, and in health education in particular, are
discussed.

4
"Ir

INTRODUCTION

In the Northern Territory there are about 24,000 aboriginal people
who live mainly in small communities of between 50-1200 people.
TheirLmajor health problems are: gastroenteritis, respiratory infec-
tions, malnutrition, ear and eye infections, leprosy, hookwormand

4tuberculosis. -

The factorth.et produce these conditions include: poor physical
facilities, such as housing and. sanitation, low socio-economic -status,
cultural change and social disintegration (Rowley 1970); and problems
associated with the use of alcohol.

Efforts tovimproVe aboriginal health will have to be directed towards:

1. The physical and social conditions of living: e.g.,
housing, environmental sanitation and work opportunities,

6 economic independence, education and recreation facilities.

2.- The human aspect, generally known as health education:
i.e., involvement and participation of the people
themselves in the improvement of their health, so that
lasting changes occur.

3. The technical aspect: i.e., the provision of medical
and health care. a

The aim of this paper is to analyse the health education role of the
nurse, who is an irnortant member of the health team in an aboriginal
community. Her perceptions of her role in seeking involvement and
partipipation of the abofi 'nal people is the basis of this analysis.
Information about the n se and her functions is first presented.

3
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THE NURSE AND HER FUNCTIONS
-

In the larger aboriginal communities, the nursing and aboiginal staff
members carry out the functions of basic medical and nursing care
togethe;- with preventive measures 'and health education. Regular
visits are made by a visiting aerial,medical doctor to see new patients
referred by the nurse or to follow up previous patients. fn between
the doctor's visitsi:the nurse can discuss cases, or seek advice over
the radio from the Aerial Medical Service: Visits are also made by'
specialists, paramedical personnel, and other nurses on occasion. In
the smaller communities 'regular visits are made by-a mobile health
mirse and sometimes the aerial medical doctor.

The nurses who elect to work in aboriginal communities# bring with
them alvarying degree of experience. Most of them are trained in one
of the nursing schools in other parts of Australia, but some are
overseas-trained. Most of them have had the benefit of additional
courses such as infant health, midwifery and public health. A con -

siderable number have worked overseas, in Papua Nuigini, Asia, Africa"
or with the aboriginal people of other states.

4

The nurse's motives for working ng Aboriginal people have-not een
studied, but include the desire -C help Aboriginal, people; broaden
personal experience, share in the excitement of rural health work,
see the country or ,because her husband is taking up a job in an.
aboriginal community.

FINDINGS ON NURSES' PERCEPTIONS OF HEALTH EDUCATION ROLE

In the early part of 1973, a questionnaire'was sent to all nurses
working in the field. It specifically, sought their views on health-
education and their needs for training in this aspect of their work.
TheirelSponse was good, and replies were received from 42 nurses..
I have summarized the findings as follows:

A. Pergptions of the health education needt of the Aboriginal
people.

1) There was considerable agreement on the health education
needs. These were diet and nutrition, budgetinw, per-

.

sonal hygiene, child, care, mothers' health, prevention
of diarrhea, sanitation, and awareness and understanding
of the necessity to seek early treatment for sicknesses.
Depending on u-here t were working, some nurses .also
perceived hookwo , ab se of alcohol, and eye problems
as important health problems.

Si
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B. Perceptions relating to their health education role.

1. Importance of 'nformation-givini role.

There was general agreement that aboriginal people
need much more information about achieving and
maintaining health. Most respondents p9rceived
themselves as important sources of thid'information.

Reales such as these were received:
"I teach them about the harm donelpy flies, and
how to look after the facilities provided for
them." "I need\l.nformation in the form of pre-
pared leaflets T could use for instruction."

2. Authoritarian versus non-authoritarian relationship,

Information on the type of relationship was obtained
indirectly. A considerable de` of authoritarian-
ism was evident from some of Ae.replies,z "I do
remind them (Aboriginal people) to pick up the
rubbish." "There is no discussion, or very little.
I show themand tell them how to look after sick
children properly."

On the other hand, some were totally non-authori-
tarian in their approach: "Until they (the abori-
ginal people) really want our advice (which they
feel is degrading to ask, sometimes) we cannot
force it on them." "I try to. foster a sense of
their own, worth and, consequently, retention of
dignity."

3. IndividUal versus group or community aPproach:

Most of the respondents stated that they carried
out health edlicationllitivities informally with
a person-to-person app oath. "The only method I
have used is informal person-to-person discussion."
"I speak tol`them individually when something is
wrong."

Group activities such as talks, demonstrations and
films are planned. Some respondents regarded the
involvement of the community as important. "Cons
with the Aboriginal community and Aboriginal Counci sa
for THEIR idea and advice, and heed them." "Too
many things ar lanned for -these people (Aboriginal
people) without hem knowing anything about it--one
reason for the resentment :towards our ideas and help."



El 4, Health education activitieg in the Clinic and
outaidethe Clinic situatl.on.

Most o(' the respondents stated-that they use
-A the situation for teaching purposes:

"I give the mother advice when I am treating
the baby." "An attempt is made to make every
examinatiop.an elicational experience.'!

Non-clinic situations Ivch as meeting people
in the shop, on the way\ito work, at church
meetings, and'on fishing trips, were also used
as opportunities for education.

5. Amount of time- spent on health education.

The replies to this revealed a wide variation
in the amount of time spent in health education
activities- (See Table 1). As, expected, many
were unable to state the exact proportion of
time they spend on health educationi' It is sig-
nificant that 12 out of 42; i.e., tore.than a
quarter of the respondents, claimed, that they
spent .25% or more of their time in health
education work.

TABLE 1---PROPORTION OF TIME SPENT ON HEALTH EDUCATION BY NUMBER.
OF RESPONDENTS

Proportion of time s t on health educ. No. of respondents.

Little, to below 25% 12

25%, to below 50% 11

54, or more 1

Variable 18

Total..o -17
I

C. PerceptionS of barriers to health education programmes.

The barriers to health education as perlbeived by the respon-

dents fell into the following categories:

743-
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1. Working in a cross-cultural situation--

The majority of respondents were very aware of
cross=cultural problems._

16 respondents perceived that they had inadequate
. knowledge and understanding of aboriginal people.

15 respond.= perceived that their inability to
speak the guage was a barrier.

2 respondents perceived
in establishing rapport
made: "I need a deeper.
of the people and their
a great deal of time to
culture gap and lack of

:dat.they had diffi&ulties
. Examples of statements
knowledge of the'culture
language--dt,h11 takes
learn." ."I feel the
knowledge of local Customs."

2. Educational Methods and Materials--

18 respondent's perceived that they hEld insufficient
teaching'aids such as posters, pamphlets, pictures
and films, especially those with an aboriginal
background (See Table 2).

9 respondents felt that they needed training on
educational methods to be effective in their-
health education work.

TABLE 2---RESPQNDEAS' REPLIES CONCERNING EDUCATIONAL METHODS
AND MATERIALS,

Respondents' Replies No of Respondents

v ,,...}1

Insufficient teachir aids 1, 18
Inexperience in education methods 9
Lack of educational equipment 6
Tack of buildings 4

Inadequate knowledge of how to motivate
people 2 .

3. Inadequate time available--

7 respondents felt that lack of time was a problem.

1
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"Ve need time to establish good relations with
the people, and this is not often available."
"I do what I can (in health education) when I
am free from clinical dmties."

4. NO convenient means of transport available--

Some aboriginal groups live away from the main
settlement area, and 3 respondents felt that a
vehicle was needed for travel to involve them
in health education activities.

Inadequate physical facilities--

Several respondents emphasized,that unless
adequate facilities, such as housing, toilets
and water, supply are available, health educa-
tion programmes relating to these problems
are unlikely to be successful:- One respondent

who worked amongst a relatively sophisticated
gro , stated "they.(the aboriginal people)

know. what they want are the facilities to
put into practice what they know."

D. Perceptions of involvement of other, staff in the area:
fJ

14,

The respondents, were asked which bthet staff members could

. he utilized in health educationA 9 respondents mentioned
members of local committees, such as village com4cils and
health committees. 9 respondents mentioned local manage-
ment staff members, such'.1.s the superintendent, store-
keeperv,and hygiene supervisor. 7 respondents mentioned

teachers. 2 respondents stated that they. worked with
linguists, particularly in learning the language or in the
production of visual aids.

E. Perceptions of involvement of aboriginal staff:

Most of the respondents had aboriginal staff members in
the health centers. They assisted the'nure with nursing

functions. The responderits perceived the role of their
aboriginal staff members in health education as interpreting
for the nurse, conducting teaching sefssions on their own or
under supervision of the nurse, and follow-up teaching in
the camp. "I use the aboriginal staff to explain (health
matter's) to people' in their-own-language. ",
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Already, several respondents envisaged a wider
role for the aboriginal staff. One respondent
stated, "I think we should aim at making the
Aborigina1"health worker replace the European
health worker."

F. Perceptions of the need for training in health eduCation:

It was evident from the information presented under
(C), i.e., barriers to health education, that a con-
sidetble number of respondents were aware of their
own short-comings in working in a cross-cultural situ-
ation and would like to have further preparation for
health education work.

-

, One respOndent said, "WhaiLhas been learned-by a nurse
in the course cif training...has been in the.context
of ill-health--not as a means of preventing ill-health.
I feel that a positive'programme of training for health
education'is required before they (the nurses) can be
expected to carry out efficiently the task of educa-
ting others."

Regarding the most suitable length of time for a cdinve,
in health education, the majority of respondents saw a
period of two weeks as a.dequate, although a few would
prefer a longer period.

Two respondents suggested that' a small team including
experienced health educators should visit an area for
a week to conduct training programmes locally.

DISCUSSION OF THE FINDINGS

This study reveals that the nurses who replied to the questionnaire
held a wLde range of perceptions on health education approaches and
activities, as well as their role in health education. McCloskey
(1969) has also observed this: "there is confusing diyersity 'of
opinions, ideas and feelings concerning health education,, and par-
titularly, health education of aborigines..."

The results, of this study led the author to formulate two models
of health education (Table 3) to represent two different approaches.
It is hoped that discussion of the models could lead to a clarifica-
tion op health education concepts and practices.

1
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': ..- _ is study. r...seg. several pertinent.questions:
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Soma'.saliedt features Of the taro- models:

1

'A. OneAtresSes inforMation-giving, and the other human relations
d community delfelopment.

4

Reseiarch into human behaviour (Hochbaum 1958 and. Knutson 1965)
11T:611m:in that merely giving information is unlikely to lead.
tO.action,'umless the readiness' to act already exists.. More-
over, western concepts of disease, such as the germ theory
and individual responsibility for health, differ from tradi-
tional eqpcepts of disease, and its management (Hamilton 1971
and 2astwell 1973) .

a or

P4t. 4.
Studiesin human relations and community development (Cartwright

.'e4 1951, Batten,9651 .reveal that'groupjnfluence is an important
)-

Pactornattitude and behaviour change. By involving people
in-plannikg- this "change, resistance to, new ideas can be re-
,duced.04.
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Aulorti!6rfan--non7authordtarian relatdonghip
.' t , 1 : "..,, -

,711e-reis generally regatded c4 a high status persOn, the
"Si t "'" b- the .Aboriginals er - y e people/ In her interaction with 0., s

the aboriginal lcop e, an authoritarian}- -type relationship tends
,

Ao del./01ot (Francis; et at 1971). It is posgible to bring about ,'

substantial clkandesins.tbehaviour 'within a short period through
An *horn aiZab 4i-OaCh- ( Clements 1969) noted 'that . child.,;,., ,

'nutrition wag bett4 in a settlement where 'a highly regimented
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. syst.em,wagadonteg, However, he questioned whether anyper,
" tr ,''Manent'ulearning at what cost in terms of human. (7-,
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Who should-be involyed in the health, ducation program?
, .

WhatsAype of preparation is needed for the health eduCation

How
u
can the' Aboriginal peOple be encouraged to assume afgreater

rolf+" in health and health education programs?
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Each of the above questions will now be discussed briefly.

A. WHICH MODEL OF HEALTH EDUCATION IS MORE APPROPRIATE
FOR ABORIGINAL COMMUNITIES?

In answering-this question, consideration has to be given to
the,followin : How do the aboriginal people view learning
in the tradit onal setting? How are new ideas and practices
adopted by in viduals in community? What is the policy re-
garding the advancement of aboriginal wople? In the tradi-
tional setting, aboriginal people teach their young mainly
through involving the young in various situations and acti-
vities like corroborees; food-collecting'and hunting, poin-
ting out social relationships with-their privileges and Ob-
ligations; by storytelling, and-so on. This approach to
teaching tends to be,informal and more directly related to
the "present" than the "future" situation, and the reinforce-
ment to learning is immediate (Hamilton, 1970).

Studies on diffusion of innovations (reviewed by Rogers 1968)
indicate that the adoption of new ideas tends to be related
to certain personal, social and cultural factors, e.g., per-
sonal sources of information, especially from opinion leaders,
are important in the spread of an innovation throughout a
community; cultural beliefs in relation to "hot" and "cold"
water Can act as a barrier to the adoption, of boiling (Wellin
1955).

Foster (1969). holds the view t iat new health behaviour has
a,good chance of being adopted y the community j.f it can bet

easily into the existing pattern of behaviour& In

.the 'Abo.Pilginal community, where the bonds of relationship are
. still strong, new health ideas and practices may stand a-

better chance of being adopted and maintained if these com-
munication channels are used.

The human and community development model is consistent with
the present policy of self-determination (Coombs 1972). Through,
participation in solving their problems the community can
develop a greater sense of responsibility and solidarity.*
CNyswander.1956).

Assuming t1 p. validity of the above arguments, which strongly
'favour the human and community'development model,'should the
information-giving-lodel be discarded? Not at all, for the
following reasons: Firstly; certain parts of theotwo models,
are not antagonistic. Concepts such as individual or group
and community orientation, and authoritarian or mutual par-
ticipation types of relationships are relative, being parts
of a continuum...Through a better understanding of these
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concepts the health worker can develop a greater sensitivity
about her role.

4

Secondly., in practice, certain techniques used in the inforn
mation-giving model may be us,eeto enhance the relationship
between the health worker and the people, or as a means of
giving information to the people when they are ready for it.
For example, a suitable film may be shown to supply certain
health information, or survey and assessment techniques may
be used as parts of the evaluation of the program.

B. WHO SHOULD BE INVOLVED IN THE HEALTH EDUCATION PROGRAMS?

With the present impetus for community development programs
in the aboriginal communities, the nurse as part of the com-
munity development team can contribute tolards such activities/ $
by:

1. adopting the human and community development model
as her main approach,

2. working closely with other staff memberi'in the
health areas,and

3. participating in thy: training of aboriginal staff
members.

As her educational training:role expands, it would be ex-
tremely desirable to provide opportunities for full time
health education work.for the nurse who has the necessary
qualities and experience (Stacy 1973).

C. WHAT TYPE OF PREPARATION IS NEEDED FOR THE HEALTH EDUCATION a
ROLE?

The findings' of this study showed that most of the respondents
were already aware that they needed preparation in two main
areas:

1. how to work effectively in a cross-cultural situation

2. development of health education skills in human re-
lations, community development processes, and educa-
tional methods and techniques.
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11.07TUG IN, A CROSS-CULTURAL SITUATION--The main problems are
_

highlighted:

CoAbunication--These arise from language difficulties (Lester
1972)' as well as different beliefs, values and expectations.
Learning the language, development of sensitivity towards
other people's values Ad expectations, and obtaining feed-
back of how others perceive healthyorkers are some ways of
establishing a better rapport withqhe people (lteneally 1962).

Culture Shock--It is expected that some nurses may,experiend'e
disorientation in varying degrees when they first arrive in"'
pn aboriginal community. Careful selection of nurses, an
orientation program designed to bring about a more realistic
expectation of the Aboriginal people and the nurse's own role,
continuing administrative and socialsupport for the new
arrivals are some ways to reduce culture shodk.

DEVELOPNENT OF SKILLS IN HEALTH EDUCATION

APhealth educator is a%user of knowledge from the fields of
social sciences, such as anthropology, sociology, psychology,
education, etc. and the health sciences. Working in' an
aboriginal community, the nurse ip likely to achieve more
with a high level of human skills and a low level of medic241
skills,than with the reversPtgau6feld 1973). Education 'fro-
grams to prepare her in the areas'of aboriginal customs and
society, human relations, community development processes, and
educational methods and techniques are of high priority.

D. HOW CAN THE ABORIGINAL PEOPLE BE ENCOURAGED TO ASSUME A
GREATER ROLE IN HEALTH AND HEALTH EDUCATION PROGRAMS?'

As discussed previously, the adoption of the human and community
development model as the basic health education approach would
lead to greatly enhanced involvement of the aboriginal people.
in the health progrdins. Concurrent with this approach, educa-
tion programs to provide training for suitable aboriginal men
and women in health and medical work should be expanded. Cer-
tain community development principles should be followed, e.g.,
involvement of the community in the selection of trainees,
consultation with the community on the training program and
progress of trainees, and continuing supervision of the
aboriginal health worker by the local community representatives.

The preparation of the aboriginal health worker should include
not only the medical skills, but also human skills as well,
e.g., ability to identify and understand community Problems;

!fc
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including healtirand helping the community in taking
appropriyate.action. The relationship between the nurse
antr-trru------- i'r 1.-12be a. C rrta e
Her role will include:

1% assisting the community in achietringya good
understanding of the training program and
the community's role;

2. acting as an advisor, andf not the "Boss" of the
aboriginal health worker;

3. imparting knowledge and skills according to the
needs of the trainee and the community;

b. regarding the health worker primarily as a member
of the community and consequently, promoting a Food
relationship between him and the community.

* * * * * * * * * *
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4 "WHAT DID THE JAPANESE FIND OUT:FROM
AMERICAN LITERATURE ON COMMUNITY HEALTH

ORGANIZATION?"

by

CHIEKO KAWATA, M.P.H.
TADAO MIYASAKA, Dr. M.Sc.

It is widely recognized among Japanese health profe4sionals th
what waIN,called the "People's Organized Self-help Activities"
until approximately ten years ago, and presently called "Community
Organization for Health," originated in the health unions ("eisei-
kumiai") of the early IMeiji era in Japan. At that time, around
1880, thfre was a widespread cholera epidemic' and people wanted to
do something to fight against the disease.

For this purpose the health unions were organized; first in small
areas of cities and then in rural towns and villages. This did
something to prevent the spread Of the disease. An important point
to note is that the unions were organized not underlany governmental
or professional leadership, but by the people's own initiatives. The
activities of health unions, supported.by people's initiatives, con-
tinued until about 1897 when the CommuniCable Disease Prevention Act
was promulgated by the national government. The Act contained an
article stating that a mayor, or head of'town or village, could issue
an order to set up a health union and collect compulsory union fees
when deemed necessary. Furthermore, subsidies were made available
to the unions which were set up or came under this article.

After the mulgation of the Act, most unions were incorporated into
the Subs tems of government administration, thus taking the :initiative
from the eople themselves. This was expedient for both national and
local go rnment officials, since government administration then was .

completely centralized; in other words, there was no local aut8notily.

This situation was such.Until the end of the last World,War in 1945.
By this time more than 50,000 health unions, all functioning as sub-
systems of governmental administration, had been established all over

Japfn. They,had county, prefectural(provincial) and national head-
quarters in accordance withjadminstrative levels (the local health
administration was executed by the police as we as by city town,

and village officials).

Although the unions'official,,purpose was only assistive to the
government'public health policies and activities, they did, however,
play an important part in preventing Communicable diseases such as
typhoid fever and bacillary dysentry, in their own right. As a result,
outbreaks of cholera were almost under control by the end of the Meiji
dra in 1912.
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In 1948, when Japaneseladministratipn was under the control of
General Hegldquarters and the'Supreme Commander of Allies Paige ,

(GHQ and SCAP), health unions were abolished by GHQ mainly because
they were not democratic organizations(Complete democratization
of Japan was one of the main objectives of SCAP).

For several years after the end of the war, a important task for
the Japanese Government's Ministry of Health d Welfare was to
establish a network of health centers to rend r'various kinds of
public health services. The aim was one healt center for 100,000
population, with the police no longer acting as public health admini-
strators. Also, each prefectural. government Was equipped with a
department of health.

-Around 1950, new concepts and ideas of health education and community
organization began to be introduced from the United States of America;
.(not by GHQ officials, but by Japanese officials). A few years later
a new type of "health union," or what was called "People's Organized
Segl-help Activities," was conceptualized chiefly by1health officials
of the national government.

Next followed a drive for public education; emphasis was laid upon
democratic lepership, self-help and people's own intiative. It was
helpful to tile new concept of community organization when, through ,

their own efforts, the people of.a number of towns and villages in
, agricultural areas succeeded in eliminating, mosquitos and certain flies.

Sinpar examples'encouraged and strengthened the spread of the pew
type of community organization for health in Jakan.

From 1953, for roughly a decade, people's activities along the lines
of the new concept of community organization were' very active and
fruitful in both rural and urban parts or7japan. The main health pro-
blems to be dealt with were bacillary dissentry, intestinal parasitic
diseases, fly and mosquito control, nutrition, maternal and child health,
dental health, and tuberculosis.

As already mentioned, emphasis was laid upon-people's self-help and
initiative in planning public health projects% But this did not mean
that technical advice, assistance and services from the health center
concerned, and other health agencies were excluded. However, the point
of controversy was often who was to make the final decisions..

Since 1965, great socio-economic changeshave taken place, chiefly as
aresult of industrialization in both urban and political areas, and
this has made it difficult for Community organization to continue:. For
instance, few people are willing to act as community leaders, even in
agricultural areas; farmers are often busy working at two jobs, agri-
cultural and industrial; many housewives are part-time workers of near-

78
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by industries; and young people leave the. country
the cities. Today, many health professionalsfeel
tion JaPan is deadlocked.

PURPOSE OF STUDY

to find work in
community organize-

,

The authors believe that community organization is fundamentally
indispensab'le and important for health and health educ tion; that
community organi9tion is psycho-physiologically'based on the instinct-
ive human desire to belong to a group; that community rganization is
an essential and necessary part of the human community and plays an
important role in mental health. We feel it necessary to completely
reassess the potential of .community organization; for this we need to

( ask the bakc questions "What is community organization?" "What are
its basic concepts?" "What are itb essential elements?"

4

METHOD O7 STUY

In order to research the essential elements of community organization,
an analysis was first made of American books and articles published
between 1941 and 1966 on the subject. Journals from which articles
were'selected are as follows:

American Journal of Public Healthil(A.J.Tt.H.)
Public Healtil Reports )P.11:12..)

Health Education Monographs (H.E.M.)
Health Educators at Work (H.E.W.) )0
Journal of Health and Social Behavior (J.H.S.B.)
International Journal A Health Education (I.J.H.E.)

69 articles and 24 books seemed related to community organization;
summaries were made of each (by the authors and two Colleagues), and

r discussions then followed before16 articles and 8 books were finally
selefted as distinctly relating to the area of research, i.e. the
basic elements of community health organization. Thereforeo literature
on methodological or technicalaspects of community organization was
not considered relevant. Examples of the literature are listed in the
Appendix.

RESULTS AND DISCUSSIONS

The following ten ,items were extractVd from the readings and considered
as necessary factors of community organization:

1. ,PROBLEM WIRING (or meeting needs): emphasized as the purpose
or effectivenees off community organization.
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2.' SELF- HELP: people's.self -help in community organization

3. PARTICIPATION in community activities by people: ideally
people's participation in community planning

4. CO-OPERATION: co-operation among people"(not among agencies).

5. UTILIZATION OF SOCIAL RESOURCES: emphasize well-planned
utilization (including treating) of social resources for
meeting needs.

6. USE OF VOLUNTEERS: conlebe included in above item 5.
/

7. CO-ORDINATION: co-otAinstion among programs and agenies.

8. FORMATION OF COUNVIL: more complete type of co-ordination.

9. EDUCATION: empjasize educational objectives or functions
such as healthyeducatibn, adult education, education in
democracy, eta.'

10. NON-OFFiCIAI: NATURES: emphasize non-official natures or
characteritics of voluritary agencies in community organi-
zation in contrast to official, government agencies.

The table on page/6 shows the distribution of essential elements of
community organ ation discussed by American authors. As the number
of articles, fro which the elements were drawn is limited, 't seems
unfair to make' any statistical observation' about the numbers in the
table. Howexfer, the following two points could be mentioned:

1. .,.Compared with other items (elements), items 4, 5, and 6,
, were emphasized less often, perhaps because item 4 (to-op-

eration) was taken for granted in cemmunity organization,
and 5 and 6 had been emphasized chiefly in the field of
social welfare.

2. Judging from the distribution of the elements by five-year
intervals, there was no shift or change of emphasis in the
elementsin the U.S.A. during the twenty-five years. This
seems to indicate that these elements are common or univer-
sal through a long period of time as well as' for any culture
or country.

80
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DiStkbutIon of Elements by FiveYear Interval'

Element**

.

-,,1

Yea'r'
t

2 3 4 5 6 7 8

,

9 ro,

4

1941-45 2` 1
c V

.

1946-50 7 1 2 ly, 1 1 '' 2 ''' 4

1951-55 .6 2 2 2 1 I 1 2
,
-

1956-60, 4 f 1 2 1 2'

1961 -66

qotal 24. 5 5 6 2 , 2 1 6 -6

* Number of articles. One article often contains more than one element.

**Essential elements: of
follows:

1 Problem solving
2 Self-help
3 Participation
4 Co-operation
5 Utilization of social
resources

community organization are as

6 16Se of volunteers
7 .Co-ordination
8-Formation of council
9 Education
10 Non-official natures
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0The~ tenelements,however, stand for different aspects or
levels of community organiatiori. For instance, items 1 and
9. mainly concern'theipnrpoSe or objectives of community organi-;
zation. The authors are of,the winion that item 1,is more direct
while item 9,is less ditem'of indirect in the sense that the -.

latter (education objctives).'are °usually achieved, through the.
former (solving some health problems).

Item 2 is related to a different aspect of commuhity,organizatiori
from those of items 3; 4, 5,6; and 8; 'item 2 is a more baSic or
ideological concept. Item 10 also deals with a different kind
of aspect than the others.

It might be needless to mention that the authors' 'cultural back:-
ground as Japanese affect their standpoints in 'making thts,sort
of discussion and in drawing conclusions.

From a practical, experiential standpoint,- items 1 (problem solving
3-(participation), 4 (co-operation), 5 (utilization of social
resources) and 7 (co-ordination) seem to be the most important
elements of community organization..

SUMMARY

'Community organization in Japan has met a deadlock mainly because
of great socio-economic changes taking-place since around 1965.
In order to find out the essential element of community health
organization, analysis was made of American literature 'related
to community organization. From a practical, experiential stand-
point, the most important elements of community organization-,
were found to be: problem solving; parti6pation in community
activities, particularlA,in pfahning; 047operation among people;
utilization of social resources; and co-ordination among programs
and agencies.
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APPENDIX: Examples of Literature Used

ARTICLES FROM JOURNALS:
jj.

'Burney, "CoTmunity Orgadization-An Effective Tool," A.J.P.H,

'Vol. 44,-No, 1954.

Conference Report: no single blueprint but a common pattern
'',For Community Organization of Health Services, P.H.R., Vol. 71,

No. 6, 1956.

_

Feree, John y. and-Lifgon, C.S., "Some Effect's of Health Council
Program on Basic Health Education': A.J.P.H.-, Vol. 39, No. 9; 1949.

"New Concepts in Community Organization for Health,"

A.J.P.H.iVol.;43,i4o;44951

I a
Levine, S., White, P.E., and Paul, BID., "Community Inter7lOrganizational

Problems in. Providing Medical Care and Social Servicds,"

Vol. 53, No. 8, 1963:

Strantz I.11,:, and.MIller, V.R., "Development of Interngenpy Co-orfliu-

ation in a PrOgram of Comprehensive Medical Care," A.J.P.,H.,Vol. 56;

No. 5,,. 1966;. '-

a -

-,A.

46,
' ,.

'Wale, 'W.:, Program of Community
.

Development," .H.E.W., 1961. .

Aldgondo, C.; "A Famill04inning.Program Usin HealthVolunteers as Health

EduCstors,°'.1.1.t.J.pr.IL, Vol. .54,--lqo. 2, 1964.

BOOKS 1q1D.REPORTS

."CommunityOrganization for Health'Education," Report of C mmittee of

..tha-Publi-clitaitil*uca.iion-St-lon'and -the-Health Officers tion-

'of the Ameridan Public Health.AsSoCiation.

King, Clarence,°Orgadizing for'Community Action, Harper & Brothers, 19 8.

.
Turner, Clair, E., CoMmunit Health Educator's:COI: endium of Knowledge:`

University of Hawaii, Report of tie Institute on, Community Hea,lt
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A MODEL FOR EDUCATIONAL INTERVENTION:
ETHICAL AND SCIENTIFIC DIMENSIONS

by

SNEHENDU B. KAR

INTRODUCTION

4
This paper reviews several ethical and scientific issues relevant
to an intervention through communication and education inputs for
changing a health behavior. Based upon this review, the author
presents a model for a diagnosis of e determinants of a health
behavior an& fox- planning for interventions for changing such a
behavior.. The content of.this paper is organized in two sections:
1) Ethical Dimensions of an Intervention, rand 2)-A Model for Inter-
vention Strategy. The illusiratiomused in this paper are primarily
derived from the literature on fertility behavior and interventions,

:simply to insure a consistant and relevant set pf behavior as a frame
of reference; many other sets of behavior could have been used for
this purpose. Although the model is based upon an analysis of fer-
tility behavior, the issues. relevant to the diagnosis and int,rv.211-
dons for changing a fertility behavior would be equally valid for
interventions in many other areas of health behavior as well. Be \
validity of this model, therefore, transcends fektility behavior tv
a wide range of human behavior.

A basic question an intervention strategistneeds to answer Is under
what conditions an 'intervention strategy is both ethically justifiable,
and scientifically valid? It is likely that_asoientifically---varIT
and effective means far intervention for changing behavior may not

7 be ethically and morally acceptable to the persons responsible for
planning a program or to the people whose behavior is to be changed;
on: the other hand, an intervention plan based upon very scrupulous
ethical standards and humane considerations may be highly, ineffective.
It is therefore essential that the justifications of an intervention
strategy beayaluatecrby two-inter-related but separate sets of stan-
dArds: ethical and scientific standards.

1. ETHICAL DIMENSIONS OF AN INTERVENTION

.

Considerable difference in .opinion exists among the behavioral scien-
tists and the professionals about the nature and extent of control of
human behavior which;is Ipstifiable and'the standard of values and (
ethics which Sh661aJbe used as a guide' ne fOr intervention decisions'

fKelman (1969,ijn%AS di$cussipn of the ethical dilemma of a social
scientist Con'Oerned-s:Tith the manipulation of human behavior, has very -2

(aptly summarized. the centre problem as follows:
/' . y . .

. r
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"The two horns of the dilemma then, are represented by the
view that any manipulation of human behavior inherently
violates a fundamental value, but that there exists no
formula for so structuring an effective change situation that
such manipulation is totally absent (p. 584)."

The complexity of this dilemma is clearly articulated in a Symposium
by Rogers and Skinner (1956). In this very lively and pertinent debate,

. ! Rogers and Skinner present their differences on the standards which
can be used to arrive at a decision as to the appropriatdpess of
-tervention for control of human behavior.

Skinner maintains that control of human behavior, however unpopular
and unpleasant it may appear to be, is inevitable, and that as long
as human beings are organized in social groupssuch control will
continue., According to him, a control is justifiable as long as the
controller is not motivated by selfish need; the controller has the
professional competency;-and'as long as the controller has legitimate
ascribed or delegated rights to exercise such control.

This strategy would require 1) more, careful and acceptable definitions
of profpssional roles, and 2) ethical as well as professional prepare-
tion.toi teachrs, government officials, health professionals, behav-
ioral scientists, and legislators to perform their roles more effec-
tively.

Rogers agt4es about the inevitability of some contr-617,but argues
that several questions central to the ethicalidilemaraare unsolved
and there is a lack of clearly articulated and acceptable standards
of values which could be used as a guideline for controlling human
behavior. Consequently, it is undesirable to allow a small group of'
individuals (e.g. professionals), to have the power to control other
people's behavior and allow these professionals to answer these
questions at -their own convenience. Rogers (1956) believes that the
answers to the following questions are central to this issue:

"Who will be controlled? Who witll exercise control? What
type of control will be exercised? Most important of all,
toward what end or whatAlrpose, or in the pursuant of what
value, will control be exercised (p. 1062)?"

Callahan (1972)carries on this debate within the conrpext of
family planning and raises several ethical issues specifiCally
relevant to planned intervention for tie purposes of _population

C
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limitation, and suggests how the three dominant values (a. freedom,
b. justice, and c. security-survival) can be operationalized for
decisions for interventions. While individuals unquestioningly have
the right to make their awAtreproductive declAons, they also have
the obligation to respect and protect the freedom of ofhers and
they do not have the right to violate others' welfare by their own
behavior. He further argues that when some individuals behave in
such a tray which threatens the other individuals' rights to these
freedoms, the legitimate representatives of the society, such as

government, have the obligation to intervene- to protect those whose
rights are being violated.

Hardin (1968) in his discussion -of ''The Tragedy-Of-the-Gommons"
argues that if individual members:of a society are allowed with
complete freedom to benefit limitlessly at- the cost of the commons,
it will eventuallytrkng ruin to the entire society. Under such
conditions, society should introduce Controls, and demand that
vidual members bear the'costs and consequences of their own decisions
and behaviors.

Both Callahan and Hardin advocate the need for some form of control,
but the solutions proposed by them may be debatable to the various
readers of this paper. Hardin proposes a democratized control or a
control based upon mutual consensus. To some readers, it:may appear
too idealistic and simplistic. Callahan proposes that when the rights
of some individuals are violated by others, the legitimate representa-
tives of the people (governtent) have the obligation to intervene t
,protect the rights of the'victims.. According to him, governWnt should
not only introduce voluntary-family planning measures, but if such
measures fail, it would be necessary to go beyond family planning. The
right of a few 'government officials to deoide when and how a citizen's,
behavior should,be controlled may not be an acceptable solution to most
of us, particultrly during the post-W ate decades.

What then are the criteria t .ugh which we as hdalth professionals
Can resolve the ethical i es of interventions and provide moral
justifications of our act ons?. The author believtsthaeconsumer parti-
cipation" and "informed sent" of those whose behavior is to be
changed through a planned intervention constitute the two key criteria
to deal partially with the ethical issues raised in this paper. The ,-

profession of Health Education must deal with the problem of operation-
alizing these criteria; and the profession should be more serious in
the future about the articulation and internalization of a set of
"Ethics of Health Education". Those of us who shareDorothy Nyswanders----
philo$ophy and values cannot shy away from this challenge any longer.
Let the remaining years of,this decade be the yearsoof "Ethical and-
Value Clarifications of Health Education Profession."
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II. A MODEL-FOR INTERVENTION STRATEGY

While ethical justification attempts to answer when an intervention
is justifiable from ethical and moral standpoints,a scientific jus-
tification attempts to answer, "what types of interventions are more
effective for a pre-determined purpose?" A scientific justification
For an intervention thus must begin with a sound understanding of the
causes of the particular behavior and'then deal with the .effectiveness and
efficiency oFvariaus alternatives available.

This paper presents an analytic model for 1) diagnosis of-determinants
of health behavior, and 2) interventions for changing_healthlbehavior
hm-apredetermihed direction. The fundamental assumption underlying
this model is the multiples causality of human behavior. The literathre
abounds with examples it which students of human behavior have attempted
to explain human behavior in terms of one major causal factor which
Allport (1959 p.9) terms a "simple and sovereign" theory, Although
there is a general consensus among the behavioral scientists todaythat
human behavior cannot he explained through such simple and sovereign
theories, variationS of sifflple and sovereign theories still dominate
the scene. Kaplan. (1964), based upon his obsetvations of the behavioral
scientists at 'work, formulated "the law bf the instrument," which is
stated as:

"Give a slip boy a hammer, and he will find that everything
he encoun s needs pounding. It comes as no particular sur
prise to discover that a scientist formulates,pxoblems in a
way which requires for their solution just-thositechnipes--
Which he himself is ..specially skilled (p. 28)."

e.

This "law of the instrument" underscores the tendency of a behavioral
scientist to use his cwn skill regardless of whether such a skill is
valdd for solving the problems he confronts. This tendcy is wide-.
spread in terms of selection of a conceptual framework for a study
design, decisions on methodology, analysis and interpretation of
data, and conclusions.

A review of -the most frequently used strategies of interventioas in
!;am11Y planning-in several countries reveals the amazingly high rre-
quency of simple and\sovereign assumptions about the determinants Of
fertility behavior. Some of these causal assumptions and th-eir
likely expressions in family planning are presented in Table 1. An
examination of the various categories of interventions in Table 1
would lead to the conclusion that interventions primarily based upon
diff pits-tic-causal explanations of human behavior are likely A

v
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TABLE 1

INTERVENTION STRATEGIES BY SIMPLE CAUSAL ASSUMPTIONS

Simple and sovereign
causal assumptions.

1. empirical-rational
assumption: the basic assump-
tfOrt isfthat men are guidea-by
reason and knowledge.

2. normative-re-educative
assumption: the basic assum-
ption is that man is s-epsentlaIly
>active and constantly stri-
ving for need satisfaction.
However, his behavior is guided
W socially structured norms,
institutions and existing
communications and social
influence.

3. power-coercive assumption:
the43asie assumption-is that the
effective way of changing beha-
vior is neither through a ratio-
nal appeal nor through a process
of creating sets of norms: rather
througly external sanctions and
controls: Such control could
include moral, economic, poli- .

Possible
interventions

1. intervention'characterized by
heavy-empbasis on information dis-
semiaatiorri-formal trail-ring-, educa
tion and appeal to national and
eacietal_benef its from-family-
ning.

-2,;- intervention based upon:this
assumption would emphasize creating
new sets of social norms, utilization
of social systems, greater dependence
on refere ce groups and an attempt
towards internalization of norms and
values. S ch an intervention would
aim toward reatA. utilization of
social system, institutions, leader7
ship and population_eAucation.

3. intervention, based upon this
assumption woutd-etphasize Iegis=
lative measures, rewards for confor-
mity and punishment for non-confor-
mity, apPealing to sense of guilt or
morality or arousing ahigh level of
anxiety and fear by exaggerating ors
ven distorting ill-consequdnces of
-planned families and population

tical or physical coercions or rowth.
sanctions..

4. hedonistic and material-
istic assumption: the basic
ssumption'is that man is

primarily motivated by the
-- pleasure grin iple,striving
__for comfort and obsession
with materiel. possessions.

4. imterventionbased upon this
assumption would emphasize luring
people with monetary an_daateria-

F tivesT Providing-free contraceptive f aci7.
lities, and on the convenience of oh-
taiging these services.

Note: the first three assumptions of column 1 of this table have been
adapted from CWin'and benne (1969):

-67-
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to vary significantly and may be indifferent to the true caudal,
factors of a behavior. Such efforts are mare likely to be. -in-- -

effective than an intervention based'upon a careful diagnOgis using
a multiple causality or a systems model of behavt'br.

The diagnosis model presented in this.paper (Fig. 1) is based upon
an assumption of multiple causality of a behavior and presents' a
systems approach for analyzing the determinants of this behavior
(as against a simple or sovereign or linear approach). An-attempt
t o e xpjain a'behavior entirely by using oneof'the four subsystems
-whileignoring_the_other _t_o_ lead to'a faulty or at
best-distorted\deStription:Of-the-reality similar-tbae description
of an elephant by'five blind men, each of whom had sampled only one
limited area of elephant-- and ignored-the-others:

The model (Fig. 1) proposed for diagnosis of determinants of health
_behaviar_consists_of four subsystems: 1/ cultural and political,
) social-structured and,edonomic,. 3) sOcio7psychological and
intra-personal, and 4) environmental and situational. According to
this model, the 'decision to accept or reject a health. measure can be cau-
sed by either one or more or all of. the fOur subsysteMs (categories
of variables), and unless a study of. the determinants of a_behavior
systematically explores causal factors in each of these areas, the
conclusions are not likely'to be sound -and valid. The nature of
interactionk (of the factors within each) of these subsystems would
determine the initial decision to adopt or reject 'a health' measure.
1"..raie initial decision isfavrable, a trial action or trial adoption
May follow.. If the experieibe with the trial adoptionlas gratifying,

P

it is likely to lead toward

C
a stable or suscajned practice.. On the

,other hand, if the experie e with the trial adoption is unsatisfactory,,
this wilT reinfbrce the initial hesitations and would cause a dis-.
nontihuation.

It is true,however, that not too many behavioraPLientists can'treat
each of these subsystems with an equal degree of sophistication in

Dwn studies. Depending upon their own'theoretical,frame of ref-
erence, they are more likely to :ive _referentialtreatmer ese

. e s gnificant desis of this model is that Z,behavior
is determined by multiple causes which can be categorized' under four
subsystems, and, therefore, a research to deterMine the causes of be-
haVior which does not include these four subsystems is inadequate.
The:principle to be used in such a design s to.fOrmulate sets of alter-.
native hypotheses to test the influence of variouscausal factor, belong-
ing to these four subsystems rather than to test a single set of-lhypo-1
theses which atrribute the behavior to.one category of, causal factorS°
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(either cultural, or social structural, or psychological or
environmental).

This model excludes several categories of determinants (subsystems)
which many students of human behavior would consider very pertinent.
Some of these are: genetic and hereditary determinants, physiologi-
cal and biological determinants, and unconscious or subcodscious de-
terminants. The classificatory principle used to.exclude these
(and other) subsystems is that they are not amenable to change through
educatiOnaland communication interventions and-therefore are beyond
the-scope-of-the'-paper. Severel.such subsystems haVP been e_ xcluded-

from this model not because they do not. Influence behavior, but
because they-are not_within the scope of diagnodis and intervention
by behavioral scientists and specialists in communication and educa-..
tion.

t would be highly per dicate the-precauttons-that.-should

Abe followed while using this mode. First, behavioral scientists are
usually trained in spetialized discipline's and therefore are not
adequately prepared to us g, a holistic approach. The emphasis on
specialization has the imitable consequence of narrowing down the
area of competency, but it increases skill within 'a given area of
specialization. As a result, very few behaVioral scientists would
be skilled enough to do justice ta all-four subsystemsmand treat them
with equal,-competence. Howeyer, this limitation can be overcome by
involving a Multi-disciplinary team for designing a. study wh'i'ch uses

-such a =del.

The involvement of the multi - disciplinary team is primarily needed
et_the initial phade for conceptualizing and designing the.operational

,',StUtegy of the research project; and once the methodology and the
design are developed,, competent behavio5a1 scientists ould implement

the project. The critical point, however, is that the riginal concept
ualization and o erational,desighZshou
`scientistenttr--e-deal-with-the-Yarious-subsystems, and
fprmulate hypotheses and measurement devices to obtain necessary data.,
to examine the relationship betweeivarious causal variables and the
behavior being studied. Lew,

Six
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LEVELS OF INTRAPERSONAL INTERVENTIONS

In order to plan an effective communication in ervention, the next
issue'one,should deal with is "what level ofritrapersonal and
psychological change is necessary to produce the desired behavior
change?" The levels of intmersoual and psychological changes at
which communication intervention can be directed may be conceptualized
as a continuum ranging from the primary, intermediate'and tertian,
psychological ,characteristics (Fig. 2). The primary intrapersonal-
variables include basic personality traits. unconscious and subcon-
scious psychological determinants, basic And stable motivational
structure, fundamental belief systems and core or dominant values of

.) the individuals. It is assumed that not'Snly is it most difficult
to change these primary determinants but, a,change in any of these

%primary determinants is likely to produce a larger magnitude of change
. including other determinants. The cost for initiating such change and

o' 'the consequencss of such-changes on other aspects of psychological
.cHaracteristics and behavior is considerably greater. An intervention
which aims, at changing the primary variables,must be very carefully
evaluated in terms of 'ethics, cost, effectivegess, consequences, 5nd
obligations of the persons who initiate such changes. The intermed-
late,intrapersonal determinants consist of reasonable stable and learned
motivates, attitudes, pfeferences, secondary beliefs, and institu-
tionalized norms which govdrn an individual's behaVior. Changing'these
intermediate intrapersonal-detelminants will be relatively easier, than
changing the primary determinants. The tertiary intrapersonal
determinants include those cognitive and affective variables which
are trarisitou in nature and yet exert influence on a behavior such as
information level, knowledge, opinion, and tentative beliefs and
attitudes related to issues which are not deeply rooted in the primary
psycho o ical determinants., As compared to 1.he other two, categories,

4.° the tert ry determinants are- 'easier to change:

A carefu] analysis of various situations in which a behavior can be
changed through varicus interventions seems to indicate that it is
not always necessary to change primary intrapersonal characterictics;
often 1;ehavior can be changed by initiati(!;g changes in the peripheral
characteristics of the individuals. Table 2 presents a conceptual
scheme foi utilization of varlets intervention models depending upon
the types of chavaes in the causal fa /tors which are necessary
for qhafiging fertility behavior. '

Thy first colutn of Table 2 presents five types of interventions.
The columns two, three, and four present categories:of causal factors / .

which may determine the particular behavior which is to be changed

/

.

/

,

, ,
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FIGURE -2

LEVELS 01? INTRAPERSONAL DETERMINANTS AND fNTERVENTIONS

I

Note: A; Primary intrafiersonal de.terminant

B: Intermediate! intrapersonal det.e.rmknants

C: Tertiary intrapersonal determinants

1
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by a particular intervention model: Column two is entitle4,"Motiva-
tion" which includes all thOse inner-psychological factors which
create a decision for a change in order to,achieve a particufar
goal. The title of the third' column, "Cognitive-raptor skills," is
used to include the knowledge and specific skills which ate necessary
to adopt means for achieving a particular goal. Column four is
entitled "AcceSsibility,of means" and includes all those situational
environmental":facto*s which determtne the accessibility of the means
neeessary to achieve the particuLar goal. The plus,-minus or neutral
sign. _withineach_celliadicates the-posit iegat-ite 01 neutral

. influence of these causal categorie. Each of the moahs for inter
vention, presented in column one, valid under the circumstances
and a combination of causal categories prvented in Table 2.

TABLE 2

CAUSAL FACTORS

INTERVENTIONS MOTIVAT104.0,'
0:

COGNITIVE
motor skills

..../

ACCESSIBILITY'
of means

.

INFORMATIONAL MODEL + 0
.

INSTRUCTIONAL MODEL
.9 ,

+

* .

n

.

.

CONSVNANCE'MODEL +
-

EV. SITUATIONAL MODEL +.
.

. -
,,.

MOTIVATIONAL MODEL ,+ +
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.The informational ~model of intervention is appropriate when ther4
is a positive motive to. achieve a goal and when there is an accessi-.
bility of the means necessary for.. achieving the goal, but the persms
cannot act because they lack necessary information or skill. In
such cases, it is a waste of communication effort to try to'create
a motivation since it already-exists;it would, be an equally wasted i

effort to try to change the environment. An appropriate intervention
should attempt to provide relevant inforMation.or skills which will
enableithelnrgun-to readhthe-goal. example of such interven-
tion wauld_be_to_inform-and inst-rust-mativaMipersons-to tgke pre-

-2cautionary measures during an epidemic or disaster Warninga

The instructional model is appropriate in ways siMilar to those of
the informational model, except that in the instructional model
the intervention would be much more intensive and prolonged to develop
more complex cognitive structure and skills. Under these conditions,
the person is highly motivated to develop a set. of complex skill and

q competencies, he has thenecessary resources and envirftmenta nd
situational suppbrt to.undertake intensive effort tq devtlop duplex
skills; b4rhe does not, actually pbssess these skills. An example
of such alcondition would be a profesSional and formal,educational
program.

,

The consonance model is Appropriate when the,person's reluctance to /.
accept a health measure is caused by conflicitng motives, values,
attitudes, or beliefs. For example, under this Condition, .a womft
may be highly motivated to regulate fertility but simultaneously ,

possess a.high level of anxiety about the ill consequences of 'iariou
,contraceptives. Such a situation is characterizedy strong conflit -
ing motives rather than due to simple absence of a positive motive or
a'-presence 'of a neative motive. An appropriate intervention strategy
woultbe to

already is 'Inwoman

rem;ve the negative forces or to reduce the anxieties,
worries, and u ounded concerns which prohibit the 'acceptance of familyf5
planning. m be a wasteful effokt in this cage to re the
virtues of.a all family since the particular
favor of a small family. The central theme of this model is to reduce
the dissonance, or'conflict by removal of anxieties, fears and worries
(..,

and lead towards a state of ionsonahce.. Such' strategy does not call
fo creatIng new motives; it calls/for buildingoupon the exisinCmoti-
,va ional system (strengthening)assisting positive motives and elimina-
t g fears and anxieties which serve as self-preservation and defen6ive

.

mo ivations). 10V

"

4to. , .

trhe environmental and situational mode opriate when non- accep-
,

tance is due .to inaccessibility -of service or absence of environmental
-
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support and not due to lack of motivation, knowledge, or skills.
Under such conditions it is unnecessary, and wasteful to invest
resource and efforts for chapgingmOtivationaIetructure or providing
information and skills wiiieh the. person already posSesses. An
appropriaten,ipterliewtion under such conditions would be to increase
the accessibility 'of services and to remove the environmental barriers
which inhibit the adoption of family plaiping. High cost of contra-
ceptives, Inconvenience in'obtaining.necessary services_ and lack.of
adequate-, and dependable contraceptive measures are some of thefactots
which warrant an intervention through environmental and situational
manipulation.

%

.

, P.

The motivational model. is approPriate when non - acceptance of
family planning is primari13 due tkan absence of apositive'motive
.(desire for fertility control)or pr Bence of a strong negative motive
(desire for a large family). The non-acceptance under this conditiOn
is-riot due to a lack of environmental support inor the absence of -

adequate intensive, input to create a strong de ire for a small family
and to overcome the strong negative motives wh n niCessary.

On the basis o various studies in public healt and family planning,
-this author is convinced that non-acceptance of a Rublic healthy
practice isnot necessarily due to a lack of moivation for using
modern health practices, npr is it;due to strong.negative motives or
ethical Oiposition against such practices. Higy incidence of abortions
in many countries, primarily in the coutries of Central and Sduth
America, clearlY demOnstraxs the Strong motivation for controlling

'family size. Experiences with family planning prograts in many.develop-
in c6untries also indicate that people are in general not°opposed to
the oncept-of limiting their family 'size. On the contrary, the major-'
ity of those'interviewed in several hundreds of KAP studies in many
countries indicate that the fartitly size considered "ideal" or "desira-
ble", by these respondents is significatnlyrlower thari pax actdal
family size. Ammost none wanted unlimited fertility, and,most of the.
respondents wanted some limit on their f'ertility and were In favor of
family planning. Yet, in spite of high level of awareness, and generally.
favorable disposition towards some form of family planning, the level

,

Of actual practice of'- contraception ft very low (Ryder, 1971; Westoff,
1961; and Rogers, 4933). One of the major .implications 6.rthis experi-
ence is that a low level of acceptance of family planning in such
instances is not primirily due to the lack,of a positive motive for
fertility control, but rattier due to the presence of strong opposing

, forces (e.g., misconceptions, fears, anxieties, apprehensions concerning
the effectiveness and und'esirettle side effects of various methods;
suspicion of ttiK. motives of the promoters and 'elyoviders,'etc.) which
act as_negative motives and qancel the influence of the positive motives.
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The appropriate means for intervention for changing the fertility be-
_ havior in such instances would be to create a consonance or reduce

the dissonance by removing or minimizing the negative motives,. In- 4

Most such instandds, the author believes that it is not necessary
4 to,4hange the basic'motvational structure fpr initiating A' change

in the fertility behavior. In ,some Instances acceptance"can'be
promoted by. the informational model, in some by the environmental.
and situational model, buE in most instaaces, the consonance model: -/
would be most appropriate to reduce con'flIcting psychological forces.
Thd,a4thor believes that the host frequent and challenging problem
a communication strategist has to'deal with is that of non-.attoptpn
caused by a dissonance or conflict between positive and
motives, knowledge,knowledge, and attitudes; and such conditions caIl,f a
consonance model which attempts to eliminate or reduce the zgativé
motivational forces and to utilize existing Motivational f rces rather"
than t? restructure batic.motivation. .

4R

The conceptual model presented in this paper ponsi- s of *o major
components: 1) a framework for analysis of,dete nant0f. a /

..behavior, and4) a pattern of interactionsAetw n rheideteimihant"
and "intervention" variables (services, ion aid coerdion,
incentives, persuasive communication, etc.) 't. is sOggested that
ihe pre-intervention di*posis of deterMinan of a/behavior should
be carried 'out by using a "system" model insistI7ig of four subsystems'
or four categories of "determinants(Fig-J1). iffer.ent categories
of determinants Mayekert varyingdagre t of i fluenclfand the "force
field" ofthase subsystems collective de in? the behavioral
outcome. It is therefore impoYtant,O as e tain to the extent as best.'
as possible the relevant.causaX vat able d their relative influences
before a strategy for interveAtio s pamned and implemented.' Once.

,

A specific intervention "inputs" ar imp/I iiented, these "intervention"
variables interact with tha!:dey rat s" and a new force field
emerges. One of the Central t dmes o this model is that, thid new,'

s force field which withina so a] ironmental context determines,
the final acceptance or/non- cap ce of a health prescribed
health. medsurd.

. ,

1,4

In our model for 4h an
suggested that thevar
may produce one/of tw
cally reap, Othe
adoption wox11.4i0Ccu
satisfactory./ w
On the other ;hand
unsatisfactory,/
or indtcitliOn

adoption/ MTh

/ d /

ii

," '

/7'

the determin nts of a behavior, we
b yttems interact ngamong themtelves
oUtcomes.* When a person is psychologi-

iAte services are available, a trill
einitial experie:toe of the tral a option is

ate the chances of sustained adoption.
initial experience of the trial adoption is
nforce the initial 'resistance, hesitation

p ram is most likely to discontinue initial
ention added were emphasizes that the adoption

7'
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ould depend upon the nature of interactiori bepween psycholOgidal
re iness (which in turn-is determined by the'fott subsystems),
and e accessibility of'seivices (an intervention variable).

'\(

If a peison is unwilling or not in a psychological state of readi-
ness to accept a health measure (even when adequate services and
environmental Support for positive action exists), the primary and'
immediate objective. of an intervention ptogram would be tochange
the initial unwillingness to as-state of psychological readiness or
willingness. This objective canbe achieved through one of or a
combination of various intervention strategi4s such as legislative.-- ,

,coercive'means incentives- disincentives, increased accessibility pf
services, and persuasive communiqation-and_p4ucation effort6:: The
modl presented in this paptr is based upon a sustained and inter-
nalized behavior change and.when the environmental- conditions play
supportive roles forlA sustained change of the'behavior, persuasive
Communication and edUcation.would be most appropriate means for
intervention both by theethical as well as scientific standards.''

SUMMARY

This paper reviews some significant issues relevant to int rvention
through communication tuputs for changing a health behavio . The
author cautions against `the bias introduced by the "law o the

instrument," and suggests 'a Model for an anafysis of the determin-
ants of a behavior consisting of four subsystems: a)cul ural, b)social-

. 'structural, c) social-psychOlogical, and d) environment 1-situational.
a diagnosis will enable a communication strategs to cletermine

which or what combinatiOn of factors ,determine a parti ular behavior.

This paper also dtscusses the issues relevant to the two proposed
standards of justification for n intervention. The e are:'a) ethi-
cal and b) Wentific justifi tiona. The author presents, an analykis
of various, causal conditi s and five forms of interventions perti-
nent to these situations, these are: 1) infOrmational, 2) instruc-
tional, 3) consonance (resolution of conflicting motivations, attitudes,
cograidiis, etc.), 4) environmental-situational, and 3) motivational
(changing in(the motivational structure)., 'It is suggested that in
many or.iost situations, the non-acceptors of a health measure can
be favorably persuaded through a consonance model, and that it is not
always necessary to change the geeply'rooted beliefs, values, and
motives (primary intrapdrsonal variables).'
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"SOCIAL ECOLOGY, HUMAN BEHAVIOR AND SOCIAL CHANGE

Richard Reynolds

"I am not my lif, my. fate. Or rat5er, I am not

wholly that. I can turn from mykactuaIitieg to
my potentialities..." H. J. Blackham (1965)

a
Who we are - how we see, ourselves and how wepwish othersto see us --
may be entirely at odds with the way we are actually seen. Laing,
et al., (1966)°have pointed out that oar experience of ourselves
is also a function of how others experience us 'andcommunicate that

..,

experience to.us. We may,reipCt their definition in favor of our
own, but tie have, nevertheless, experienced those definitions and
Can never entirely exclude them fiam a personal.r Thy.

4

4

In a scream of soc'el ecology and:Aa the practic
tion and planned so ialmchange it,ieuseful to re
W. I. Thomas (1923 , "If men-define-situations as
real, in their consequences." TOo often healtb pr
other agents of social change have.tonVeyed to th
larly to that part of the public that is economic
oppressed -a clear statement of value which place
in a position of superior worth. Members of mino
poor and those who are otherwise disadvantagad le
that they are somehow responsible for their sorry

of health educe-
all the 'words
real, they are
fessionals and
public - Rarticu-

lly or socieily
the professipnal

ity groups, the
rn early in life
state.

This paper is about hunlan behavior and,social cha ge as viewed froM
a social ecologiCal perspei4ive. :As such it is c' cerned with the
enVironment of ideas (de Chardin 1965) and its impact on human ex-
perience of reality and upon' individual and group re §ppns

.grams .of, planned social change.

The definition of health that underlies this'pape differs from \\

that of the World Health Organization) although i is not in dis-
.

agreement with it.

Health is a process of adaptation to internal and external
'environments - biological; physidal, psycholoNical and
social - -to achieve a state of dynamic equilib ium or homeo-

stasis. Illness is the lack of internal and/or external,
balance or homeostasis. This balance might i clude physical,

mental, social arid spiritual dimensions. Ther fore, health
and illness are subjectively defined; how an i dividual feels
about her/himself (well, not well) may not be ongruent with

professional opinion. (Reynolds 1971)

4
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The definition of sociarchange which I will use is that of
Everett Rogers (1969) "Social Chance is thegproeess by whiCh
alterationoccUrs in the structure and function of a social '

- system." The impetus forts such change may be planned or un-
planned; and its source may bd internal or external to the
sotiety. For the purposes of this,paper-I will deal with
planned programs of social change which are from'the indivi-'
dual, group or community viewpOint--externally generated.

SOCIAL ECOLOGY' AND HEALTH EVAVIOR
2

1

Al- though rhough human_ecologists make reference to a social environ-
ment and to an environment of ideas. the use of the term social
ecology is not common. To my knowledge there is nodefinition
in the'published lilterature.. The definition I will use is as
follows: Social ecology is that part of human' ecology con-
cerned with the study.of human kind's environment of ideas, a
nonmaterial. environment which is expressed through culture,.
social interaction, and individual 'and group definitions and

:interpretal'ions"of reality. '`Front the community development and
health education perspective social ecology is concerned with
how peoples: beliefs and ideas are related to behavior inOre-
,sponse to organized efforts at individual, group and societal
change.

Not every human ecologist would accept the inclusion of the
sociarenvironment as an appropriate area of study. Duncan and.
Schnore (1959), for example, say

behavioral scientist studies_society as a system-
o-f social interaction and inter-personal relations, the.
culture theotist approaches it as a-culture pattern.or°
value system, and the human` ecologist examines society,
as the functional organization of a population in process -
of, achieving and maintaining an adaptation to its environ-
ment.

. .

However, other writers (e.g., Edward Rogers 1967; 1960, would
not rule out the social environment as an appropriate Meld of
study for the human ecologist.

In 1967 Gilbertson and Rogers,in a4response to a report of the
Committee on Environment of the American Public Health Associs-
fion, which -.had confined its definition of the environment to
the physical and biotic components, moved that the Governing
Council of APHA reconstitute cheCommittee so that a bioader

-81-
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definition could be formulated which would include the social
environitnt. They suggested the fnllowing:

Public Health is concerned With every factor in the
,milieu-of man that affects, or may -affect, his.in-
dividnal or social well-being. It is the sum of
these factors:that comprise the environment of rele-
vance.

..
The environment so defined a spectrum rang-

.

invg, from the material world. of physical and biologi-.

cal phenomena,-at one extreme, to the abstract phe-
nomeua of the wor d of human ideas and thought at the
other. Mediating between these extremes there exist
the behavioral-phenomena of culture and'social inter
action which also constitute important componente of ,

the environment at.any,given point in time.

The view of human ecology taken here is an activ& dile. It sees
each human-as struggling to predict and anticipate,outcomes of
her/his acts .(Kelly 1955). It presupposes that'any one indivi-
'dual's knowledge of the world is_incomplete and that "The rele-_
vent facts and forces include not only what is happening but
*so what men thilk is going to happen" (Vickers 19-63). Put
another way Ogietzche.18861

The answer to the:cidestion "What is that?". is a pro-
cess of fixing a meaning from a different standpoint
...Fundamentally; the question "Wilt is that for me?"

CHANGING AND INFLUENCING HUMAN BEHAVIOR
.

A.,

In all efforts at social change, we must deal with changes in
self identity, self perception and self understanding on the
parts of individuals and groups in the sbciety. 'In seeking 'to
affect changon the part.of other6, we must understand how
people organize an reorganize their social knowledge of the
world, including' how they define the world, how they interpret
the meaning' of events' in their lives, how they determine their-

.

courses of action,, and how they ultimately,choose\to act. These
definitions, meanings and interpretations are arrived at by an
.individual bringing together his own unique experience df the
world (his personal history knd biography)_ with theqcommonsense

- understanding of everyday life which-he shares with other meM-
,

bers.A.of his society (Schutz 19M). The commonsense understand-
ing of everyday life is imply that "everyone "_ in the society
"knows"to'be "true" abodt how the-society -forks and why
Garfinkel 196:7). This understanding is derived through pro-

.
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cesses of socialization (in families, chools, work, community
life) A which the. culture transmitted fry= individual to.

however, because each individual views -the world,.from his own
unique pdsition in the world and with reference to several
primary an4 secondary grdups to which he belongs (e.g., family,
profesSion, cammunity, ethniciiy), we live in a world of multi-
ple realities-(Schutz 1971). Na event has exactly the same /

meaning or appe&rs'exactly the same foreach of the peons
periencing it. The fact that our worlds are not exactly con-
gruent isein general not a problem--for the match is close;
enough, or'appears close enough, for the participation to accept
the shared experience of an event is-the same for each. We P
are forbed to question the reality of our personal worlds only
when they come into Conflict with another's view. Here are some
obvious examples:

--inter-group conflict (e.g., Marxist and Capitalist
interpretation of economics 'and -social organization);

4

--professional versus consumer points of view in health
planning;

0

--cross-cultural communication ftn community development.

In public health the social aspects of man's environment have
not,been left untreated. Hinkle and Wolff (1958), for example,
collected data on episodes of illness experienced by 3,000 pa-
tients, investigating the relationship between illness and the
patients' life,eXperiences and social environment. They found .

theta small proportion 'of patients (10%) experienced about 25%
\-

Of all illnesses, showing-a general susceptibility to illness,
regardless of type, expefieucing the involvement of several
organs, and showing an increase in the numberof psychic d4s7'

' turbanceS as the number of bodily illnesses increased. They .

wrote:

....one can scarcely escape the concluSion,that, whoever
cf; at man may be, and whateVerolay happen to him, the way le

, perceives his life situation and reacts to it is an inv.-
portant determinant of his health. It is reasonable td
estimate that at least one third of all the illness epi-
sodes that occurred among these people were influenced'
it their time'of occurrence, or .in their. course, by the
attemptsaf the individual to adapt to the events and

) situations that he encountered.

. 4
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,)Public and pr iv.ste health professionals'bften see a person deal
ing with an illness from a ciinical perspective that tends to
classify the human ot.a medical'(biological) 'father than a
social basis. For the.h n,however, the illnes%,has. personal

. and social meanings-that ma e,of far greater consequence to
. him than the medical "facts." Mullen (1973), in a study of
persons who had suffered a my cardial infarction, found that"

.

the meaning of a heart attack for the individual and her or'his
family coufd have Serious'consequences for more general social
health and for the manner inyhich patients responded td-regi-.
mens such as, diet and,weikhtA0ntrol and restrictions,on smoking,

. '. &drinking, exercise and' sexuSlty. For example, a patient who
saw himself as self-reliant and whose hobby was working on his..
home, began shingling his roof soon after his return from'the ".
hospital. A young man' who had always.observed the rats of a
healthy life, - -diet and weight control, no smoking or drinking,
daily exercise (running five mile ;a' day)- -was left Uncertain.4- .

about what he could do to insure his longevity and worried,
about what would happen to*his young son and his wife (some

1 -
, years younger, and without job skills) should he, die Or-Becote

unable to work.3 . . ,

.

.

,When.the patient feels he is unable to do things which
will help him contrbl his future, anxiety is likely to
be increased. He may then find"it more difficult to
behave in a, way consistent ,with his physician's advice.
"And, a physician's recommendation may seem arbitrary if
.it is, made without' the patient's participation and if.lt.

\\kdoes not take into account his unique needasnd life
tyles... The meaning-df'"taking it,easy" can be quite

different for a.young man with,a family than for an
elderly widow living alone.

( t
Following a regimen may not

.

be the-heart patient's prob
muchas creating anew life style and a sense of having A future.

.

.

In health-sciences, one of the'popular professional cofiZerns
is with patient compliance. But patients must and should comply
only*.with what 11 best forythem from thei.own perspective on
self, Tamily, their place in the social system and a sense of .

what is possible, all/things considered. ,Thc,kind-o£ "educa-
tional" inputs which such patients might utilize include personal
and.family'counseling as well as medical information and follow-up.
These patient Oman) needs require a redefinition of health on
the part of professionals to include concepts of soEVI--,- psycho-
logical, and spiritual well-being. Unfortunately, feelings and
values related to self and to social life (marriage',Jamil35',
friendships) are rarely a focus of educational, programs or other

hefforts to change or influence human healt, behaVior. -The prob-
Y.lem stated briefly is that the'patient:takes an ecologic _(QT

07
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holistic view of her /hi life condition and the prof easional a
narrow; disease orsymptom-oriented view; the.latter view
generally excludes eledents of living-that .may be more import-

141IP ant to the patient's overall social- psychological balance than
,.his physiological Well-being alone.

Broader social issues than.indiViaual health behavior are also
involved. Many members of our society are seriously disk-
advantaged'hy reason of race, sConomics; or physical or mental
impairment. Thus the meanings of a society and'ity institutions
as idease- .freedom, 'opportunity; equality, definitions'of econ-

, omic,.physieal and Socisl well-being - may Vary greatly for
groups and Individualgvithin a society: A social system'' -and

how it, operates have different meanings for thpse who rpleeand
for thpse who are ruled, for tEose who have power and those
who are powerless. Social scientists, health educatorse:and)
othersocial change agents hale 'too:often looked,at disadvantaged
.groups and described them as apathetic and disorganized or used .

. '- other stigmatizing adjectives to explain the disadvantaged's '

inability to change-the conditions of their daily lives. In
the environment of ideas "Thkimaginations which people have of
each other are the social facts of society" (Copley 1902).

1

In 1957, Sol Alinsky attacked the popular view of disdIrcgan'ized°
communities, "pdpulated'by a demoralized citizenry existing

-apathy and anonymity; a ople neithercaring for Othgrs'nor
..expecting-others'-to care,fOr them." ,

There is no such animal.! as a disorganized community.
It is a contradiction in terms to use the two words (7'

together.,.The word- comMunity!itself implies 'an 4

organized, communal life; pebple living in an organ-
hired fashidh.' Thespeople..,.may have experienced
successive frustrations to the point that their will

,to participate has seemi4gly'atrophied. They.may,be
living in anonymity and starved for recognition.
They may be sufferinefrah various forms of deprive-
tier' and discrimination: They may have acgepted
anonymit and resigned in apathy. They may despair
agd feel hopeless about their children inheriting a
little better world. From yourpoint of view they
may be presenting a very negative form of existence,
but the fact is that theY are organize& in that way
of life.

d

s

r.

Alinsky honcluded, therefore, that "the first function of commun-
ity organization is community disorganization:" By this he meant

-85-
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that:.the old social forms and ariangetents
.

m st.be broken down
. ,

so that the new may arise, .

.

O . t , -

, -

Put in
4

the terms of 'social ecoloir, the."aisorganized" community
functions as an ecosystem with iif own-dnternal balance" and
ternalselationship's_with larger ecogystems The life one leads

'4n such' an ecosystem mpy not be a good one but.at least it is a
life and there are medianismsfor survival. In order to bring 4

about change.that will allow for a More decqnt and humane life for
all members of society, change agents must,' consciously accept the
responsibility to .widermine those elements.in society which.lead
to oppregsion and the destruction of human dignity. When I worked
as a community-organizer in.RiChmoncr,-California, one summer I
learned a lesson'about reality and about oppresAlon and its'forms
of expression that I wil.k>not forget. A local industry had adver-:
tised the availability of bummer jobs for high school students
over a local radio ,station. A number of themembers of a blaCk
youth group with who'll I worked went to apply. Not only were they
denied access to these job but the reality of their perceptions.
of the world was also.denied.The firm said'simply that it' couldn't_
imagine how the young men could have heard a radio announcement that
was never broadcast,.

* ' 'SUMMARY. AND CONCLDkONS,

As .waS writing this 'paper my teenage,daughter'asked me again .

'what health eduCation and-"COmmunIty development are all about. She
finds iodifficult to. explain how 1, earn my living. 7 gav er two

brief apstAiers7.,.-the first, as a social charge agent and heal edu-
.

cater; the second, "as a socialecologiat: .

.

I.:" Health education- as community development is a
subversive activity.

2. Community development:is_trying to change the
world without` breaking it.

1I
...a state of complete physic mental, and social well-

being, and, not merely the absence of disease-or infirmity." (WHO 1946)
4 02

°This section is derived from a chapter of ,a work in prOgress,
Readings in Human Ecology and Health Behavior, by ,Richard Reynolds
and Paula Stamps (Eds.) 1974. See also Social Ecology and Health
Behavior, unpubli§hed.paper'presented at the. Seminar in Public
Health, University of Massachusetts, October 1971 (Reynolds 1973).

3
These particular examples are discussed in Mullen's paper:

but in less detail. Reference to the original data was with her
permission and reflects her interpretation and analysis.
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A PSYCHOLOGICAL COST-REWARD ALYSIS

o
. IS

° OF THE DOCTOR-PATIENT REDATI NSHIP

by

Sam . iRa.delfpger

The concepts of the sick role (102,3) and sick
role (4,5) or illness 'behavior (6,7) are basic to
undeTstanding preventive health behavior (8,9) and :4

the doctor-patient relationships.(10) 'The sick
role can be conceived Of in terms of 1) the rightg
and duties asaobiated*ith illness as a social
role, (2,3,11;12) 2)-as a social phenomenon ing:
lAing thkdefinition of illness (13,14,15,16)
and deviance categories, (17,1131 and 3) as a dA..6
.cess over time involving personal and social

- decisions at specific stages in the continuum frOgi
the transition to illnesso through treatment, and.
to recovery. (3,7119,20,21) Several of these t

analyses of the sick role and the doctor-patient f:
relationship are psychoanalytical,in nature. :Cor

regressioncepts of unconscious motivation, egression and
transference are prominent. (11,20,22) More
recently, others utilize detailed models of
motivation and decision making related to modiTyrng
social and cultural variables. (7,23) While not
,to disregard the ultimate importance of these
approaches, a general and simpler perceptual 'con-
ceptualizhtion might be, valuable to both they
researcher and practitioner by providing an '

additional easily applied f'rame of%reference from
which to evaluate their hypotheses and educational
approaches.

Thibaut and Kelley attempt t o devel9p such' an
orienting conceptualization by applying the basic
pleasure-pain principle of motivation to
action of groups to analyze and predict g up behavior
through a cast-reward matrix. It is their 'contention

*Chairman, Department of Health Science, an Jose
State University'
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that a relat,vely simple assumption as an
analytical base will be ."useful both as a guide
to research and, in contributing some Social,
order and simplification to an increasingly
,bewildering congeries of faCt." (24:1) (This
paper will attempt to use the, matrix:of lIbibaut
and Kelley to'analyze somea4jects of the doctor-
patient relationship and thesick role. The
patient is defined here as an)individual who '

percpives himself to be sick t(:)a. degree that
limits his capacity,to functioblaomally, or
as an individual who seeks or re4ilves medical
services -from -as practitioner. 'Therelationship '
will be. analyzed.primarily,from the patient's
point of-view.. .

1)-

Although the interaction of individuals in
.groups can .be described in many ways, ThibaUt
and Kelley distinguish only between the rewards
an individual receives and the costs he incurs
Rewards and qosts can be'cdhlbined into a single
measure of goOdness of outcome for the relation-
ship. It is assumed that anoindividual will
remain in interaction with another individual.-
or group only so long as his outcome compares
faVorably with some'criterion of acceptability
of outcomes that, he has set. "At least two
important kinds of- standard for such an evalu-,
ation can be identified The comparison,
level (or CL), is the standard against which
the member evaluates the 'attractiveness' of
the relationship or host satisfactory it is. The
second, called the comparison level alternatives
(or CLalt), is th standard themember Uses in
deciding to remAih in or leave.the relationship.'
The two standards are distinguished-in recogni-
tion oT the fact that circumstances may require
a,person to remain in a relationship that he.
regardS as unsatisfactory CL is a dt,andard
by which the'person evaluates the rewards and

,costs of a given relationship in't'trms of what
he feels he 'deserveS'. Relationships, the
outcome of which fall above CL, would.be
relatively 'satisfying' and attractive to the
member; those entailing outcomes that fall
below CL would be relatively 'unsatisfying'

-90-
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and unet raCtive CLpat can be lefined,infor-
mally,as the-lowest level of outcomes a member will
Accept r the light of available alternative oppor-
tunities." (24:21)

"CL provides a standard against which an
evaluation is made of how satisfactory or unsatis-
factory she relationship is CLat provides a
standard in terms of which decisions about remaining
in or le ving the relationship are made." (24:80)
CL equal what a person wants or thinks he should
have. C `alt equals what a person will have to '
settle f r.t CL refers to attraction, While CLalt
refers t di-pendency. The degree -h,,which a

,c

peronts outcomes exceed his CLalt determines how
dependen he is upon the relationship. A person
can be highly dependent upon the felat. nship with-
out it bring attractive orsatisfying f his out-
come is elow his CL, but higher than '1°w CLaltf.
The further outcome falls below CL, 'the less
satisfyi lc, and voluntary is the relationship.

The .asic assumption underlying this paper's .

analysis f the doctorLpatient relationship is that
for most atients their outcome falls below their
CL, but a ove their CLl. Therefore, the relation-
ship is satisfactory'and one of low power, of
dependenc rather than attraction.

A pe son's power in a relationship is deter-
minedin p rt by the availability of alternative
relationships. The lower his CLalt, the less
power,he h s and the more dependent he is upon the
relationsh F. Illness diminishes a person's power P
by severel limiting his capacity to function
normally ( ovide rewards for himself and others)
and reduces CL t. Death, a perceivedal
potentiality of illness fdrr most people, is the
ultimatecurtatIkent of CLalt For the person
entering into the doctor-patient relationship,
illness Ohas dropped hith CLalt perceptively. He
enters A relationship far below his .initial CL of
health,' but from which he has limited alternatives .

and is, therefore highly dependent. His power is
curtailed drastically because his only other alter-
natives maybe further incapacity or death.



a

o

Since a person's CL is achieved by comparint
himqelf with, others similar tk himself,(25) the
assumption of dissatisfaction is tenable to the
extent that a person beginning an illness episode
compares himself with healthy people.."If the sick
role,contains stage6 involving tl) the transition
period from health to illness, 2) the period of -

'accepted' illness and, ') convalescence." (20:247),
the patient's CL 'and dissatisfaction would be' highest
in the first taxi last stages. During the period of
sick role assumption, the' patient is mbre likely
to compare himself with her patients and lower
his CL: One might hypothesize that affection for
the doctor and attraction to the relationship

o

would be highest in this stage. Attracton to the
relationship would show a positive cqrre ation to
the degree that the patient could see hi self as
belonging tQ the world df the sick. For the
physician and hospital", the initially "good"
patient is probably the one who accepts his-
illness state and lowers his °CLio correspond
to his condition. From this point of view, the°
problem of overdependency in convalescence could
be conceived of as a refusal bey the patient to
raise his adjusted CL or recognize possibilities
for increasing his CL

a t or choices. A

Thibaut and Kelley define a relationship as
nopoluntary "when an individual is constraineA
to' relationship in which his outcomes are
rel4iively poor and/or is exuded from alter--;
nativetrelationships In which his outcomes are
relatively good. Furthermore, for the relationship
to be nonvoluntary, the outcomes in thealter-
native relation'Ship mustOe sufficiently favoAble.
and sufficiently salient so that the individual
finds himself below CL In stating that thtle
individual isfconstrained-to a relationship and/or
excluded from alternative ones it is meant that'
the other persons are able to dmpose heavy.cOsts
on the individual if he tries to 'abandon his

'-ff' present 'relationship'and/or eneYNanother (more
attractive).relationship, In other words, other°
persons are able to exercise fate c trol over the

° individual to enforce a nonvoluntary elationship.-4 -

' (24:l86) If we substitute illne4P foi. other
persons in the above quotation, via.havT- a fair
descriptibn of the doctor=patient relationship
and the patient's sick role.' To the degrathat
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the patient associates the physician with t
forces of health and illness (or fate) over(

.which the patient has no control, the docto
so has fate control. Many of the types of

situations and behavior that Thibaut and Kelley
anociate with nonvoluntary i"elationshirps seould
be apparent in the'doctor-patient relationship.

ex'

N
Nonvoluntary relationships are characterized

J)5r deprivation:and frustration. Anyone who has
b en a'patient ±n solgoe.Npitaas should be ,

amiliar with the emotional deprivation involved c4

in surrendering one's individuality and familiar
posses'sions to t.he impersonality of the lostita1
gown and routine. One's repert'ory of 'behavior
is-reduced while his life space and the variety ,

and amount ofVSocial and physical sensory stimula-
tion is reduced. .The typical adjustment tocehis:
kind, of deprivation is a loweringlof CL. (24' :171+)

If Lederer's interpretation of the sick role is
correct, this is actually wile
accepts his illn6ss.(20) It

is r gardedas common regress'
ated ith the shock of illness

happens when one
y be that what 0

e behavior associ-
s (in part) the sZ

patients lowering of his CL by decreasing the
saliency of his previous higher CL relationships. '.

An important part of many nonvoluntary
relationships i8 the fate control exercised over

r the individual. As noted the patient may
perceive his illness and\the treatment associated
sidth it as exercising this sort of control. The
ndefinite nature of illness in regard to duration
(time-perspective) and outcome (eventual CLait).
will it crease the patient's psychological costs.
(24:176) In this situation, it can be expected
that the patient will attempt to discover or
develop behavior norms.

"For the person over whom fate control is thus
exercised,' the, severities of deprivation and pain
can be ameliorated--an, adjustment can be made--
if he can somehow have the power converted from
fate control to behavior control, for example, by
discovering a behavior-controlling norm to live
by." (24f179) The norms that patients work out

-93-
1.7

0:1



O

AP

CP

Ifith.theirdoctors and many kr the professional
norms ofthe-physiciapV(drese; spesch,etc..) could
be viewed as Security fostering d'evices.. Thpscom-
pulsive and ritualistic behavior thatZsbta patients
exhibit could'be viewed as'intrapersonalnorm
setting, or individual norm setting with an im-
personal fate. (Religious ritual could serve the
,Imme function in:an anVironment viewed as hostile

or over which a person had little behavior contgpl.)
One interpretation of suicide (and there are many)
,could be an attempt t9 gain ba0viotal control in , '

a donvoluntark 'situation iOninaied by fate control..

. /

From the physiciat's.'wint of view,Athe: patient
has fewer no alternatives but to enter:the standard
doctor-Tatient'relationship. Doctor's, hOwever,
often overestimate their power by refusing to realize
that the patient may see alternatives that he
doctor does no:t recogni2e..:These altaaaatives include
the refusal to notice .symptoms or"seek'rreatment-,
going to a medical/ quack, taking Went medicines,
or committing suicide. Tothe degree that the doctor
sees that alternatives exist for the patient, Ilie.
perception of his own power is lessened. It would
not be unexpected for some doctor to protect their-

perceptions bf power by reSistindan understanding
of the frame of reference of the patient. TMs could
be accomplished by classifying the alternatives as
ignorant, fanatical; irrational; or unexplainable.
(Many teachers who_refuse to.recognize or try to
understand alternative goals of children whose
motivational- systems are'inabniruent withtheir
own could be considered. analogously.) Whether or",
not thedoctor perceives the patient's alternatives
as legitimate, it is the patient's perceptions
that guide his behavior.

D
The patient's alternatives of-not seeking

treatment or going to a quack are all too commonly
utilized. Why is it that the physiciaV.backed
with t powerful expertise of modern medicine,
cannot establish a viable relationship wAh some
patients? Why is the cost of the relationship
sometimes so high that it falls below the patient'')

't now meager .Claitand he refuses, to accept it? There
are always present those basic costs associated -
with the illness and the fear of'death that might
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pause the individual to-deny symptoms or reject

treatment. These costs to a certain degree would'
be a given v'#riable for, any particular patient,
although -an unfortunate relatiOnship could increase
them. They form the r4cliabilitdes with which
the doctor must Contend: -There are eiTbo those..

- costs associated directly with the doctor-patient
interacti'dn, related to, but not stemming directly
frolvthe patient's state of illyess. '

1

0

.47

The statement of a patient who chose the
alternative of a quack over a'physician furnishes
Opine example of the strictly interactive costs
associated with some doctor - 'patient relationShips,

In speaking' of her relations with a fraudulent
cancer clinic, a fifty -six "year old woman said,
"They was all so courteous to.me, I'am going to

.,stay with them no matter what else I do. The j1

last doctor I went to was abrUPt ,ito he.' He said
I was in some stage of cancer and the way he
said it scared me to death. Now these --- People

said 'Look.on the bright side and enjoy life

all you can.' This-doctor took all the joy out
of living because he scared me to death. Now
with these --- people, I feel safe and happy.
I went to the --- Clinic because I wasn't getting
no satisfaction from my doctors. And well, like
I said, I'll stick by them if it is the last thing

I do. They helped me more than anybody. . Ifeel
better when I take that medicine, and when-you
starl, to hurting they give you something for it.
They don't_say, 'Well, th'at is'just part of your

, illness, so we can't help it if you are sick at
your stomach.'. ''''(1)r they don't say, 'You imagine..

you,, are hurting.! They give you medicine for
anything that ails you." (26:285) '

Within any relationship there Are those
problems dealing with tasks not directly related
to the personal interaction of the-group: Actions

directed toward these problems can be called task

functions. The curing of illness is the primary
task function of a doctor - patient relationship.,

(to the degree that the emotional.interactioa
of a doctor and patient directly affects the-
course of treeVent, this distinction is tOo

a.
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.gross. There are also those.problbms associated
with the internal relations of the groUp, those
activities by which each iember maintains his

positi above CLalt)'" (24._:275)

cirlc4.

One might. argue that while modern therapelltic
knowledge has enabled the doctor to pursue:his
task functions ,More adeqUately, this increase in
power may cause hip to neglect.his maintenance
nnctiontl an o4ersAght in which no, good medicine
man-or quack would be caught. -The isaliency of
matintenaneefunctione may.not be high for some
physicians,because cir their task_ orientation and
power.° They may not perceive A tendency to neg-

these.functions as particularly costly.. The,
physician approaches the doctor-patient relation,
ship with power, confidenCe and a high Malt.
In this pOsition (as Thibaut and Kelley note),
'one has a tendency to emphasize' 'he rewards and
,not.the costs in calculating his interaction
outcome. On the,othet hand, the patient comes
to the relationship with little power. In cal-
.culating hietoutcome, he will,rate the cost com-
ponents heavily and the reward components only
lightly. (249) A doctor may misjudge.the
patient's need for, his performingmaintenance
func,tions.. Also, from hispositiOn 9f power by
virtue of his high CLait (there are more patients
than doctors) he may not perceive t.em as being
an important part of his professionalrole.. In
either case, the patient mayfind the relationship
too costly.

.

If the patient approaches a quack, he finds
a converse situation. Although"the relationship
may be ultimately more costlybecause the quack's
curative powers (ability to fulfill.taskfunctions)
are slight, the immediate, cost aspect of the
interaction is very low. Perception oinitial
low cost may be the deciding factor. "The sari&
exploratory interactions ware very important in
fidetermining the further fate of the potential-
relationship." (24:20)

Because the potential Teve1 of costs involved
are high, there are no easy answers to.the problems
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associated with the'doctor-patient.elationship.
(Are there ever any easy answers?)N1here are
at-least two approaches which amig Tt> be profitable
in'light of,the above alysis. )An: emphasis
on the preventive medical, spec s of the doctor-
patient relationship may in cethe patient or
poten4a1 patient to perceive Oe cost elements?
differently. Having a Pap smear is not a'tostly
procedure when measured atainst the cost of
cervical cancer, especially when ,Oie rewardfor.4-.,
early' diagnosis includes a cvery high cure rate..
Ideally, prophylactic behavior could be viewed.
as part of the CLalt associated. with illness ,by
both the patient and the physickap. This per- .

,Spedtive would make the,doctorpatient...relatioh-'
ship slightly more voluntarbe4apse itwould,
contain More,outcomes abO7e the patient's, CL._'
2) An under,Standing of group dyhaMics and the
importance of maintenance functions would help
the physiCian to cut the costs of the relationship'
The types of functions the.physiciafi might pe-
form would _include "creating new reward Apr the
members, particularly affiliative ones, cutting
costs hy'reducing anxieties, etc.; (and)

cutting costS-;by iAproved communication." (24.:270

* * *'.* * * * * * * *,* * * * * *
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SOME TECHNOLOGICAL DISTINCTIONS

IN THE APPLICATION OF GROUP DYNAMICS FOR

INDIVIDUAL CHANGE, ORGANIZATIONAL CHANGE OR SOCIAL CHANGE

By

HELEN S. ROSS and PAUL R. MICO

INTRODUCTION

Most practitioners of the health education arts nuke use of groups
of people toward the fulfillment of their objectives. Many were
trained in the general Ilthodologyof group dynamics as a part of
their formal academic preparation, or acquired the knowledge in
short-term training workshops as a part of their on professibnal
development. Those who haven't been trained, as such have acquired'
some awareness of basic processes simply by being placed in leader-
ship or educational roles in groups and learning how to cope with
the problems or "getting things to happen." Certainly, most students
being prepared for specific health education roles today study group
dynamics as an important part of their professional preparation.

a 4

This is not to suggest that we. health educators have any greater
or lesser claimto the methodology as a part of our armamentarium,-
than change agents engaged in other endeavors, although it is an
important tool for us. It is rather that the focus on small group's,
as a field of 6tufilr and practice, is an almost universal preoccu-
pation of western world behavioral science. One measure of this
is the incidence of publications dealing with group phenomena.
Golembielfski (1962) reported on a study conducted back in.19 which
counted the numbers of articles published over a period of 30 or
40 years; and termed as "explosive" then the number published in 'the
short period following 'World War II. .While we are not aware 9f any
recent study which updates this particular census, there is every -

9

Indication that the incidence o'f publications has .risen rapidly
ever since. Another measure is simply an observation df the common-
place role which groups have come.to play in public life. today.
Is there anyone who is not more-than casually aware of encounter
groups, therapy groups, sensitivity groups, drug or alcohol groups,
discussion groups, task force groups, management or health team
groups, board groups, and the like? As We all know, health edt3cation
personnel have used groups for years,; in working with consumers and-
boards and staffs, and in the training; of volunteers and nonprofes-r
sional workers. The trend is toward Much greater uses in the future.
As patient education becomes "populakzed", the demands for these
groups will certainly mushroom; and oonly the "tip of the iceberg"



can be seen, as the newer phenomenon of "developing health
care'teame drifts into our field of endeavor. We would all -

agree thht group dynamics is an important, implement in-our health'
education tool kit.

.44"

BASIS FOR AN INQUIRY INTO METHODOLOGICAL DISTINCTIONS

Recent*, we (the authors) began to interest ourselves in the
shared awareness between us that while groups are everywhere
around and that while group dynamics is the method for working
with them, the method as normally taught cannot be applied to
all situations with consistent effectiveness. We have concluded.
that there are important technologic differences in how the method
must be modified in'order"to fit certain distinctive problem situ-.
atiOns.

Ta

While we have not undertaken an analysis of what various institu-
tions'teach their health education students, in the way of group
dynamics, the course outlines we have seen suggest that most
courses focus on basic group processes.. Those "basics" are, for
the most part: becoming conversant with group theory and research;
stages itAgroup growth and development and functioning; forces
which influence group behavior; interpersonal processes; roles;
and group norms (Napier and Gershenfield; 1973; Shaw, 1971; Luft,
1970; and Cartwright and Zander, 1968). These basics are essential,
we want to emphasize, for anyone who wants to work with groups for
health education purposes.

Our conclusions evolve out of similar backgrounds in behavioral
science as well as in health'education. The two of us have deve-
loped-specialities in what we regard as the three basic technologies
of applied behavioral science: 1) Personal Growth, 2) Organization
Develonment,%nd 3Y Problem Oriented Applied Behavioral Science.
These three technologies have direct relevancy to our health edu-
cation work and,' for the purposes of this article, there are three
specific areas of application in which we have modified group dyna-
mics as a result of those technologic insights. One is in the area
of patient education, where we see the primary issue as "individual
chartge" and` that groups can be made more effective by modifications
which have their origin in the technology of Peqonal Growth.
Another is in the area of health team-building, where we see the
issue as "organizational change" and that groups can benefit from
Organization Development. The third is in the aria of board-train-
ing, where We see the issue as "social change" and the helping
'technology as Problens Oriented Applied Behavioral Science. We have
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developed a conceptual model, shown in; Figure 1, that guides .

our thinking; and a brief discussion of those thoughts folloc4s:

MODIFYING GROUP DYNAMICS FOR INDIVIDUAL CHANGE

It is a generailytaccepted premise that the primary responsibility
for personal health behavior rests with the individual; and that
change in health behavior requires an individual set of processesin
to be affected and internalized. This is especially true in the
aria of patient education. /
For many exceptionally-motiviated individuals, a decision for
changing health behavior can be triggered by a mere combination
of a perceived threat-to-life coupledowith a timely "behavioral
prescription" to change dietary practices, or stop smoking,, or

undertake at extended, careful medication regimen. Not so, with

most patients: They need the support of others until they can
develop the self-sufficiency to carry through on their own.

Since the focal point of change, in most patient education stra-
et egies, is the individual patient, it /ollows that an individual-

change orient-Pd behavioial science technology would have much

to offer. So, we have drawn much from Personal Growth. We suggest

the following premise: the end resuleof-the uses Of groups in
patient education is to enable individuals to develop and carry
out "life plans" designed to euhance.their personal health behavior.

igtPersonal Growth is a term, for 4experience-based learuin l ', sometimes

referred to as sensitivity training, hudan relations training, or
T-Groups (in which the "T" stands for "training"). It is "an educa-

tional strategy which is based primarily on the'bxperiences generated
in various social encounters by the learners thempelves, and which

.

aims to influence attitudes and develop competencies toward learning
abodt human interactions. Msentially, therefore, laboratory train-.
ing attempts to induce changes with regard to the learning process
itself and to communicate.eparticular method of learning and inquiry.
It has to do with learning how to learn (Schein and Bennis, 1965)."

P tient-education groups benefit, then, when they take on some of

the characteristics of a T-Oroup: Patients need to be helped in
dealing with their anxieties, in exploring their basic needs and
values, in getting authentic feedback which can help them to see how
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A

come across to others, in getting confronted around the inconsis-
...

tenctes between their thoughts and actions, in learning how to 4

,experiment with new behaviors, and in the risk - taking that is
inherent in the development of.caringt trusting relationships

twith others. The strategy is to use4he group flf=m to create
learning conditions of individual heaath behavior change. The
"bridging device" whiCh we have found to be useful, in moving.
from the group stage to the individual action stage, is .Life Plan-
ning. The Life Plan is a structured procedure, modified by us
specifically, for patients, which helps the individuals set &alp
for new_health behavior, develop strategies for how theyplan to
carry out their new behavior, and build a "support systet" to keep

.

them on the courses pf action they develop for themselves.

It is the "T-Group" aspects of Personal GrotAh that need too be in-
corporated into group dynamics when applited to patient education.
Not only are these special processes different from "regular" group
dynamics, but the "trainer" skills%and insights needed by the health
educator are different from those ordinarily learned in group dyne-
thics.

MODIFYING GROUP DYNAMICS FOR ORGANIZATION CHANGI(

One of the problems facing health care-organizatidns is how to better
organize their personnel resources in order to deliver the increasingly
complex and comprehensive health services needed by'consupers. One
response is the forthation and functioning of health care teams. While
not a new idea in the health field, the movement-towards operational -
izing this concept throughout the industry has been ggining rapid
momentumof late. This means that the need for the training and
developmentsof'health teams will increase rapidly also.

We define a health teamas follows: it is a special grouping of
individuals drawn together from within a larger organizational con-
text; whose mission and experience must be interrelated With those
of the organization and its other teams; whose members possess differ-
ent but complementary resources and skills, and perform them in sep-
arate but interrelated roles'end functions; who are,bound together
by ...iaherence to a common set of norms or standards; and whose resources
must be delivered as a result-of a well-defined strategy'and-pro-
cedure, if the basic tasks are to.be carried out and if the team,
objectives are to f:e achieved.

v.q,

Q51.
The focal point of change, in team - buildings is an organizational
one. A team cannot, or should not, operate in a vacuum. The beha-

k

% JL29
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Vidal science technology ?or onganizational change is Organiza-
tional Development, or OD, in which team-building is a major
method. The premise on which we base our thinking, then, is as
follows: The end result of the uses of groups in team-building
is to enable organizations to change in the direction of attain-
ing the goals they Wave established for themselves.qUnderlying
the OD iirodess is "Iewin's notion that individual and group change
is most effective when norms or standards regulating behavior
are changed. When .a norm is changed, group meibers'change their
behavior as a function of social pressures and their desire to
conform to the new norm. Attempts; to shange4group or organizational
behavior by changing individual behavior often result in.resistance
to change, particuaily when an individual percieves that the change,
is not endorsed by his peers: Thus, the primarylocus in OD is
normative change; individual change is simply a by-product (Burke
and Hornstein, 1972)."

P

-,

Team-building utilizes techniques such as data-feedback, for diagno-
zing the effectiveness of,a groups' work procedures ,and interpersonal
relationship$1 changing organizational.structures and procedures, 0

in order to improve group lunctioning-and increase task.accomplish-
ment; training for improving rple performance and for improving th
Joirprocesses of goal-setting, communication, decision-making, and
problem-solving; the creative management of conflict, in.the seanch ,

for ways to maintain interdependent collaboration; inter-team and
intra-organizational problem-solSing; line-management relationships;
evaluative measures such as "performance rating' and "cost-effective-

'

ness"; and "third party" consultations and interventions. Team-
building training and technical assistance should be provided over
an extended period of time, and should move from team issues to
organizational issues as it goes.

It is the concentration of the orgaftizational context' within which
the team operates that guides how the group dyn#mics should be
modified, along with the heavy emphasis on the team's task accomplish-

, ments and the technical assistance which tit may need in order to re-
Structure its operational procedures for carrying out its tasks.
OD is an important professional speCialty'to44, and those who would
do team-building can learn-much froidthe technology.

APPLYING OROUP'DYNAMICS FO1 SOCIAL CHANGE

Just as a health team cannot operate effectively in an organizational
vacuum, neither can a health care organization operate in isolation
from its social context.. Many external forces impinge on it: the
%rising costs of health care, and the conflicting pressures of the
demands for more and better services and for reducing costs, at the

130
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same time; the rising growth of health consumerism, and increasing
confrontations between consulters and providers; political actions
to reshape'the overall organization'and delivery of health care
services; equal opportunity and affirmative action programs;
interrelatedness of.health,and other,human resources; re;ponsive-
ness of institutions to social Ana culturarconcerns; community con- -' ,

trol; unmet health needs; ecologic thfeat; and uninformed citizenry.

Cr?

,

B

"..1- One mechaniSm used tohelp organizations become moreanterdependent
in This respect is the formation of groups of citizens who -can oper-
ate as "boards." The potential use of boards for the decaopment,
of.collabortive, interdependent re;ationships between and amonga.,\
organizational,, ystems,-- between provider's and consumers 7- can be
a major 'strategy for social or macro problem-solving. The behavioral
science technology for this is called Problem Oriented Applied Beha-
vioral Science,or,P0-ABS. One of us, Mico, has been playing an im-
portant role in the development and refinement of this technology, -.
The premise that we suggest, then, is as follows: the end result ill
of the uses of groups'in board training is to facilitate inter-organ-

' izational, collaborative approaches to macro problem-solving.

a.

Some of the consequences of social_prolems, and of the failure to
solve them, can be measured in,terms of having produced negative
oriented "social behavioral forces," such as apathy, poweilessness
fear, institutions, anti-social behavior, and win-lose behavior. The
PO-ABS technology focuses its problem-orientation on thesesociai
behavioral indicators. Since these problems ":,pill across" the boun-
daries of many different organizational systems, these organizations
must be helped in deVeloping and .maintaining a "system of systems,"
or what we call a macrosystem, for collaborative problem-solving
purposes. Training, and technical assistance must be well-planned,
and provided over,,an extended period of time. The development and
sharing of "power," between providers and consumers, are fundamental
processes in PO-ABS (Moo and Ross,'1974).

The implications for board training are considerable. Astrong
emphasis should be placed on the development. of the leadership
capabilities of the members.,, The relationships between boakd members
and their "constituencies" are important, and should be fostered.
The need for formalized meeting and decision-making procedures is
essential, in view of the quasi -legal decisions that often get made.
Conditions for constructive confrontation and the negotiation of

. differing positions are important, and members need to be trained in
these'skills and procedures. Board members should be envisaged as
"swinging doors," between the health care organization and the larger

-1Q6-
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community or social context. An important toard "ProduCt" is
-policy --,a political strategy for influencing social change as
muchas for shaping the delivery of the organization's resources.-
The board is a stepping stone to the dynamics of building effect-
ive interorganizationaI coalitions and alliances; to the negotiated
problem-solving between "have not's and have's;" to the management
of social conflict; to the development, of informed citizen self- -

determination; and to other processes inherent in constructive
social behavior..

From our perspective,'then, board training differs from the others,
in that its purpose.is to create an on-going, negotiat4on-based
problem-solving. process, which links up the health care organization
with other relevant systems of the community, for the-general health
and welfare of the public.

)
fi

,SOME CONCLUDING THOUGHTS

In all three-trees IT^ patient education, team-building, and board-
training.- much of what is known as "group dynamics" is to be
found., But, hopefully, you will agree,with us that there are some
significant distinctions in the separate applications. ThiSse
distinctions are based on the-different end'results for which the
groups are employed,"and on some technologic variationsiadividual
change, for patient education groups; organizational change,for
.teams; and social change, for boards. It is our contention that
group dynamics canbe employed most effectively when modified to fit
within the context of these,end goals.

U
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THE APPLICABILITY OFTHE LI7ERATURE OIL DIFFUSION

AND ADOPTION OF

INNOVATIONS TO CARDIOVASCULAR RISK BEHAVIOR

By. Lawrence-M. Green,
K

The contribution of new thoUghton'diffusion with another review
of literature is improbable in the face of the recent volumbs of
Havelock and Associates (1971; 1972) with some 4,000 citations;
Rogers and Shoemaker (1971) with generalizations from 1,200 em-
pirical'and 300 non-empirical studies covering some-20 different
research traditions;-and Roger's (1973) withover 400 references
Specifically it relation to family planning. But with the esti-
mated addition of 1,000 new studies on diffusion or knowledge utili-
zation every YeAr (Havelock et al, 1971), and the paucity of
attentionto chronic diseases in any of these previous reviews,
a statement on the applicability of this vast literature to .cardio-
vascular risk behavior would seem not only justifiable but perhaps
imperative. Ifli'the cumulative wisdom from this prodigious flood
of research hasothing,to contribute to the understanding or
solution of behvioral problems associated with the most extensive
cause of death in the United States, then Congress should place
a moratorium on furtIler support of sAch research from public funds.

This review asks of the literature whether certain behaviors
associated with cardiovascular risk can be explained within the
frameworklof diffusion and adoption-of-innovation models. Specific-
ally, do the major generalizations derived from diffusion theory
and research in areas,other than health apply to behavioral change
in relation to the'prevention.or manageAent A coronary heart
disease and the cardiovascular' complications of hypertension? The
answers to this question will be, discussed in terms of the problem
that Graham (197-3) has said social scientists and public -health
workers have paid "appallingly little attention: developing ways
of introducing innovations which will be successful in the shortest
possible time, among the greatest number of people\at the lowest
cost" (p. 334).

The approach I have had to take to this otherwise presumptuous
effort is to take the generalizations from the previous reviews
at face value without questioning the original sources"froM which
they were derived. Acknowledging, however, that most of those
primary sources were unrelated--and 4.n many cases irrelevant --
to health behavibr, I have sought to identify the specific para-
llels ana 4iscrepancies between the inferences drawn from non-
healthbehAvior and the evidence from recent research on heart7
risk behaviors such as smoking, diet, exercise, uftlizatibh of.
healt 4eririces, and compliance with prescribed medical regimerib.

135-109-
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C.\The recent secondary source providing the'most thoroughly'docu-
mented and organized set of generalizations, in my opinion, is
that of Rogers and Shoemaker (1971).. I have reorganized their,
generalizations into four load sets applicable to heart-risk
behaviors: syStem effects;'-attribUtion effects, discontinuationy
and communication effect's. (This paper deals with system effect
The more complete paper'will be available upon request at the
Dorothy.Nywander International Symposium.)

SYSTEM Ein,CTS .

The first set of generalizations offered by Rogers and Shoemaker
from their comprehensilie review of the literature-on diffus\ion of
innovations concern the ways in,which "the - social structure acts
to impede or facilitate the rate of diffusion Wand adoption of new
ideas through-what are called 'system effects'" (R & S, 1971,
p. 29). They thereby annex'for diffusion theory-the "norms,
social statuses, hierarchy, and so c os ial system" as these
influence the behavior of individual members"of-the system. I have
been most intrigued gIth this set of generalizations in/the Rogers
and Shoemaker review because of the nearly perfect fit'with a set
of generalizations I had drawn earlier from a review of the litera-
ture specifically in relation to the diffusion of preventive health
practices (Green, 1970b). The following table presents the logi-
cally ordered propositions derived from the literature on system
effects in relation to preventive health behavior and.the.corres-'
ponding generalizations from'Rogers and Shoemaker and another set

similer'propositior4vderived from the general liteYature on
communication by Nan Lin (1973) See Table I.

The-underlying theme or construct of:the social system generaAza-
tions is.that the, system itself generates increasing pressures
toward adoption as an innovation gathers momentum and that these
system effects result in a predictable pattern of diffUsion with
the rate of%adoption following an:Sshaped curve when plotted as
the cumulative percentage of adopters over time. Rogers and
Shoemaker term this the "diffusion effect" which they define as
"the cumulatively increasing degree of influence upon an individual.
to adopt dr reject an innovation; resulting from the increasing
rate of knowledge and adoption or rejection of the innovation in
the social system" (1971; p' 161). They further assert, on the
basisof six studieg, that the main determinant of the rate ofthe
diffusion effect is the degree of "communication intekration" in
a social system (pp. 163-164).
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Son; of these concepts and generalizations can best be illustrated'
with the concrete case of smoking as an innovation and its dif-
fusion in the United States until the tide of social pressure 4

turned against it ,in 1964.

THE ADOPTION OF SMOKING AS A DIFFUSION PROCESS

It is perhaps' appropriate. to view cigarettes as an "innovation"
only prior to the bad publicity they received in the late 1950s
as the disadvantages of smoking became inescapably salient in the
press (Connel & MacDonald, 1956; Toch et al, 1961). Indeed, the
adoption of cigarettes over the past century did folio, the usual
S-shaped curve, as measured by annual consumption in pounds of
tobacco per person over 14, years of age, Until 1955 when this
index showed its first two-year dip since 1900 except for the
depression years. 1930-1932 (Milmore & Conover, 1956). Current
smokers then dropped from 56.9 percent in 1955 to 50.7 percent in
1966 among males, but continued to increase from 28.4 to 32.9
percent'amOng females whose adoption curve started much later
(Ahmed'al Gleeson, 1970, Table A, p. 2).. The 1900 to 1955 adobtion-
diffusion curve for cigarette donsurhption is-shown in Figure 1.

Another way of finding' -the S-shaped .curte, more, typical of deto-
°graphic and rural diffusion studies, is by graphing the cumulative
percent of regular smokers in each age cohort according to their
retrospective reports on the age at which they became regular.
smokers. These curves are shown for males and females in
Figures 2 and 3 reproduced respectively from the 1955 and 1966
national survey reports (Haenszel et al, 1956, Fig. 19, p. 43;
Ahmed & Gleeson, 1970, Fig. 3, p. 10). The first set, for males,
also illustrates the importance of the social influence factor in
the diffusion and adoption process. Those who had served in the '

Armed Forces where smoking is the norm had the same adoption rates
as nonveterans up to the age of conscription, whereupon their '

adoption rates increased faster than those of nonveterans. This
observation supports Rogers and Shoemaker's first generalization
regarding system effects (1973,14.- 29-30), and their generalization,
"4-6: The degree of communication'integration in a social system'
is positively related.to the rate of adoption of innovations" (p.164).

While the diffusion process on a national Seale has probably ended
in relation to the adoption of cigarettes by adults and has been
replaced by filter-tips and smoking cessation as the new smoking
innovations, the diffusion process apparently continues in relation
to smoking adoption by youth and women. More than one million
young people per year adopt smoking in the United States (Co/91n,
1973, p. 96; Creswell & Creswell, 1970, National Okeyinghouse for

-113-
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Figure 1. Cigarette consumption. in pounds per person over 14 years of age
United States, 1900-1955.
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Figure 2. 'Cumulative percentage of males becoming regular smokert (any
form) prior to age specified, by age and pre4ious military
service, United States.
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Figure 3. Cumulative percentage of femald's becoming, regular cigarette
smokers prior to age specified, by age at time-9f survey,
UnitedStates.
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Smoking & Health, 1971). Recognizing-tile variations in definition
of smokers between studies (O'Rourke, 1973), there is nevertheless
consistency of findings on the increase in pereentage currently
smoking through the school grades prior to the report of the -
Adviso"ry Committee to the Surgeon General on Smoking and Health
in 1964 (See Fig. 4).

.0
figure Percent, of students currently molting in selected studies before and after the

Surgeon General's Report.
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6

adoptiop curves yielded by 'the Salber study come closest to
tpp ox'mating the S-shaped theoretical curve. The drop in percen-
tage sm ,ing between the ninth and'tenth grades in the study by
Switzer t al'(1965) can be explained consistently with the
adoption-diffusion model as a function of the separation -of the
ninth and tenth grades in the Berkeley school d'strict. This
effect of discontinuity in the social system further supports
generalization 4.6 quoted above from Rogers and Shoemaker (1971,
p: 164; see also their related generalizations 5-22, 5-23, 5-31,
5-32 and 6-1. Other recent formulations of the communication .

integration concept iracnde Burt, 1973; Hingson & Lin, 1972;
Rogers, 1973, p.-317).
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Anothef set of generalizations supported by the data on adoption
of the negative innovation of smokifig, is the personality factors.
associated with innovativeness, including greater empathy, less
dogmatism, and more favorable attit1des toward change and toward
risk (R & S, pp. 364-366). Heath's 20-iear study contrasting
smokers and nonsmokers found on personality variables identified
trait diffeilences in line with these generalizations (Heath, 1958,
p. 387) The data bn young starters would again be more pertinent
because, as Horn has warned repeatedly, the factors influencing
nthe development of the smoking habit are frequently quite different
'from those influencing the initial trial and adoption of smoking
(Horn et al, 1959; Horn, 1966; 1973; see ilso,Newman, 1971).

Weir (1966) used aprojective technique to mask the purposi of
his study and found that students tend to regard smoking by young
males as adventurous and masculine. Whether these traits can
actually be attributed to the personality of teen-age smokers is
perhaps less important from a diffusion perspective than the faCt
that they are so attributed by peers. The diffusion implications
of such perceived characteristics of early smokers take on added
importance when,Ntudents openly admit that "conformity" was their
main reason for starting to smoke (Salber et al, 1963; Schwartz
& Dubitzkey, 1967; Switzer et al, 1965; Foss, 1973).

Other generalizations from the diffusion literature that can be
tested with the data on adoption of smoking are those concerning
the distinguishing social characteristics of early adopters, In-
c luding higher social status (R & S,,5-4), upward social mobility
(5 -5), more favorable attitude toward education (5-17) and toward
s'cience (5-18), higher levels of achievement motivation (5-20) and
aspiratibns for education (5-21), and more social participation
(5-22). The data from the high school studies of smoking prior
to the Surgeon General's Report on Smoking and'Health do not
.support these generalizations. Early adopters of smoking tend
to be from lower rathef than higher socio-economic families, tend
to be less upwardly noWle in terms of education and occupational
aspirations, less positive about education and' science, and less
engaged in extra-curricular activities than later adopters or non-
smokers ($orn et al, 1959; Merki & Creswell, 198; Rogers & Reese,
196y; Salber & MacMahon, 1961; 1962).

Finally,-the propositions concerning opinion leadership and inter-
personal diffusion can be tested against the smoking adoption-ana
diffusion data. As reported above, students say that their primary
source of influence in smoking is social. Among the social influences

144.
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they.say that,peer influence is greater than f *ly (Switzer et'
al, 1965). The data comparing smoking rates a ording to peer '

and parental smoking habits indicate that bo so ces of inter-
personal diffusion are independent) i, ntigl, us supporting
generalization "6-1: Interpersonal diffusion is m stly homophylous"
(Rogers and Shoemaker, 1971., p. 21 At the earlier ages, paren-
tal influence is maximal (Horn et al, 1959; Salber & MacMahon,
1961; Cresswell et al, 1969), but peer influence increases for
later adopters (Horn et al, 1959; Switzer et al: 1965). At the
college level parental_influenbe declines markedly but peer in-
fluence persists (Dunn, 1967; Foss, 1973; Rosenblatt et a1,'1967).

A specific aspect of the parental influence data that further sup-
pbrts the homophyly generalization is suggested in sex-specific
smoker rates according to which parent smokes. In the following
table, the data from the studies by Horn et al (1959) and Salber
and MacMahon (1961) suggest -that girls are more likelV. to, adopt
smoking if their mother, is the only smoker than if their father
is the only smoker, whereas the opposite pattern prevails for boys.
In the study by Switzer et al (1965), however, the mother appears
to have been the more influential model or change agent for both
boys and girls, although the differences were no't great.

From these illustrative data,.it would appear that the adoption
and diffusion of smoking has behaved in accordance with the diffusion
model. The generalizations on system effects apply to smoking
adoption in all respects except for the expected socio-economic
characteristics of early adopters. The socie-economic aspect of
system effects has received the most extensive attention in the'
health diffusion literature and deserves at least a summary
review here in relation to heart-risk behavior.

* * * * * * * * * * * * * *

O
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Table 2. Percent of students currently,smoking by. grade levei, sex, and
the smoking habits of their parents, in selected studies.

Author(s) Date .Grades Sex Neither

Parental Smoking Habits

Father
only

Mother
only . Both.

Barrett( (1964) 779 Both 9 8 7 16.

:Kuvin (1963) 7-9 Both 9 20 16

Horh et al (1959) 2 Boys 17 26 24 32
9-1 Girls -7 12 18 19
9 Boys 8 15 14 18

10 .) II 15% 24 : 23 ''33.
11 u 21 34 29 38
12 'II 26 36 30 43

9 Girls 3 3. 8 ,7
10 11

, 4 10 10 15
11 11 1 15 29 23
12 11 15 25. 31, 33

Morrison
et al (1964) 10 -12 Both 27 35 36 39

Salber &
MacMahon, (191), 10-12 Boys 28 43 38 49

10-12 Girls" 26,- 43 48 52,

Switzer (1965) 7-9 Both 10 24 23 28
10-12 Both 24 34 38 25
7 .Boys 7 13 17 27
8 11

6 18 27 25
9

11 17 31 4 30 29
10 11 16 32 30 29

-- 11 11

28 32 29 40
12 11 32

.
37 47 61

7 Girls 8 23 19 18
, 8 ,

u
: 6 27 18 32

9 II 11 26 24 33
10 11 18 20 30 29
11 11 19 30 43 -42
12 11 27 46 47 39

Foss (1973) College ...B04 33 48 44
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HEALTH. KNOWLEDGE AND ATTITUDE ASSESSMENT*

By G. B. Krishnamurty, Dr.P.H.
John Fodor, Ed.D.

L. H. Glass, Dr.P.H.

I. ARE HEALTH INVENTORIES BARKING UP THE WRONGIREE?

The state of knowledge about any health problem in a community is
said'to influence the health related decisions within that.com-
munity. Health inventories (knowledge tests) are used as basic
instruments for measuring what people know about health problems,
and are often bases for developing educational programs. Such'
inventories are constructed either by content specialists and/or
test construction specialists. It is often assumed that the
knowledge ascertained by the inventory is paramount in determining
health behavior. It ig the thesis of this paper that many items
.included in health inventories are not germaine to the health
decision-making process. This thesis was arrived at by the fol-
lowing method of investigation:

1. Chartpkg the generalized plan for the commonly.
practiried "health inventory-construction process".

2.. Developing a health-decision-making process to deter-
, mine information necessary for the decisions about

a specific health problem (i.e., syphilis).

3. Examining in detail two health inventorieseto deter-
.

mine those items that are germaine to the decision-
making process.

The generalized scheme presented in Chart I suggests a lack of
orientation towards the relevarice of each item included in the
inventory that is being constructed. The process seems to indicate
a "knowledge for knowledge's sake" flavor. Assessing the state
of knowledge of any group utilizing this particular process may
not provide information that is related to the decision-making
process. The professional person whowis responsible for developing
an educational program that will change behavior may be led astray
by utilizing information that is gained through the above described
process. He may select "wrong" information or bury important in-
formation in meaningless detail.

* Two papers, reprinted from Lysaught, Jerome P. (ed.)
Instructional Technology in Medical Education
Proceedings of the Fifth Rochester Conference on Self-
Instruction in Medical Education. April 1-3, 1971.
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Inventory items should be based upon the knowledge necessary for
decision-making at either the individual or group level. Chart II
portrays a health-decision-making process which has been developed
with reference to syphilis. Two kinds of decision are considered °4
in this chart: one kind of decision is made by members of the
groupltiarget group) after receiving informat another kind of
decision4b-ilde by the professional educato when he determines
the items that should be placed in the invent ry. The knowledge
necessary-to make a,decision is printed in it ics. This is the
information the professional educator must imp to the target
group to facilitate decision-making. The Tdeciiions made by the
professional educator are presented in capital letters. The target
groups decisions are indicated by lower case letters. An illus-
tration of the process is as follows: If a member of the target
group suspected that one could have syphilis without obserIable
external symptoms, he might be interested in acquiring knowledge
about how to protect himself. The decision depends upon a specific

ibit of knowledge which, when imparted, is useful to the individual.

;n Chart III, i formation presented in columns mile and two are
taken from t II. Column 1 presents decisions.that must be
made by the professionl educator which, in turn, V11 determine
the kind of information he must impart. ,Column 2 presents the
information needed by members of the target group to reach their.

0 decision. Further, Chart III provides a comparison between the
decision points and the required information with questions used
in two existingainventories. he results appear in elms
3 and 4.

J3 he following; r.cneralized scheme is commonly used in constructing health
inventories. The chat below presents the stages in such inventory construction,

CHART I
Ceneralized.Scheme for Health- Inventory- Constriction

Decision Stage
Test construction specialists and/or,health content
specialists decide to learn the state of knowledge about
a health problem in a community.

Composing Ii..!tris

Engage in extensive library or related research in order to
arrive at questions rerated to the specific health problem.

Seek additional expert/opinion about the items from
individuals or a panel .6f experts.

Formulate the l Ith inventory.

Pretest the inventory by administering it to a sample
of a target group.Selecting Items
Select best itdms through statistical analyses (item
discrimination and reliability coefficient, etc.).

Final formulation of the test instrument.

Establishing Norms Test on a larger group of individuals to establish norms.
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CHART II

IlEALTHD DECISION-NIAKING. PROCESS°

Sexual cuzers and other perginality factors control the amount and degree of

wend actmty. If sexual intercourse occurs between persons who are not infected

vital s the disease will not occur:Those persons who have sexual .

mtrrimorse with a variety of partners increase the risk of infection rah syphilis.

CAN MALE
CONFINE

YES
a

No further
consaicration
cs nccrssary for
tins situation.

OR FEMALE (M OR F) FROM THE TARGET GROUP
SEXUAL INTERCOURSE TO A SINGLE PARTNER?

Infected person may not hatt.
observable external symptomsrM or F is concerned

about the possibility
of acguiripg syphilis.

DOES M OR F KNOW HOW TO AVOID ACQUIRING
. SYPHILIS EVEN THOUGH INTERCOURSE HAS TAKEN PLACE

WITH A VARIETY CiF PARTNERS?

One way is to use a condom
during each act,of intercourse.

Partners who use this
technique may be relatively

safe from syphilis.

N
JO

M or F decide that a
condom will reduce
the risk of infection.

DOES M OR F KNOW WHERE TOTROCURE CONDOMS?
DO THEY KNOW IIOW CONDOMS ARE USED?

Y'gs

I

Knowledge of where to buy
condoms accompanied by

knowledge of how andwhen
to use them.

ARE M OR WILLING TO INSIST
THAT A CONDOM BE USED?

Reinforce knowledge that
the risk of infection

is increased.

M or F decide to
procure condoms

and learn proper use.

i4o

-1\I or F agree that
condom will be used.

CAN /y1 OR F RECOGNIZE EARLY SYMPTOMS OF SYPHILIS?
DO THEY KNOW SYMPTOMS DISt APPEAR WITHOUT TREATRENT?

. YlfS Symptoms N'O
Aloz/Women M or F decide to seek

treatment-if neees§ary.
LDO M OR F KNOW Ti IE MEDICAL RESOURCES IN TILE

COMMUNITY,' DO THEY 'KNOW HOW TO FIND THESE RESOURCES?

YES Information about free clinics,
health department clinics,

private physicians

,40

M or F do not hesitate
in seeking treatment.

ARE M OR F LuNp TO NAME 'I HEIR SEXUAL CONTACTS
AND/OR BRING THEM FOR MEDICAL DIAGNOSIS?

YES . Contacts may not knptv they are
infected. Contacts will continue
to spread the disc ase to others. or F decide

t8 name contacts.

°Special recognition is given to Mrs. KcOneth Stew:tier for her editorial comments.
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Some of the information sought by the existing inventories may
be indirectly related to decision-making; but not necessarily
,crucial:

Example: If gonorrhea goes untreated, it turns to
syphilis. (True or false)

Syphilis can be genetically passed on from
generation to generation. (True or false)

w#

Thse two items, while interesting, may not be important. What
seems to be lacking in the two iiiiventories that were examined
are questions that relate to important decisions (see decision
points 2, 3, 4, 5, 6, and 7). This may be because the persons
developing the inventories did notuse a method that analyzed
the decisions required to take actionto reduce the incidence
'of syphilis.

Summary -

A generalized scheme for the development of commonly used health
.inventories was presented to show that test items are generally
selected on bases other than the necessity for decision-making
either on an individual or group level. A health-decision-
making process chart with reference to syphilis was developed
in order to illustrate the kinds of knowledge necessary to
ilrevent or reduce the incidence 'of syphilis.

I
Two health inventories were analyzed, item by item, and com-
pared with,the knowledge arrived at through the decision-
chart process to see how germaine the items were for decision-
making.

The results of the above inquiry suggest that many health
inventory tests are not germaine to the decision-making pr9cess.
They leave out many items which need to be assessed. Moreover,
the process currently followed for health-inventory construction
is not conducive to asking relevant questions. .A different
process must be follol;red to construct a relevant inventory.

* * * * * * * * * * * * * *
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PRAGMATIC BEHAVIORAL OBJECTIVE.FORMULATICO AS A BASIS
FOR HEALTH KNOWLEDGE AND ATTITUDE ASSESSMENT*

One important objective for the construction of health, inventories
should be to assess the knowledge of the target population as it is
related to the decision-making process. A second important objec-
tive should be to assess some crucial attitudes that influence the
utilization of knowledge. In a previous paper, "Are Health Inven-
tories Barking Up the Wrong Tree?", the authors explored a way
of investigating two existing health inventories dealing with vene-
real disease to see if they did in fact assess information relevant
to the decision-making process. It was concluded that new ways d
were needed to construct a useful health inventory. It is the pur-
pose of this paper to suggest a practical method of dev sing a-

. health inventory using the syphilis as an examp e.

Writing genap.1 behavioral objectives is a familiar art to many
though it has not been used for health inventory construction.
However, general behavioral objectives may be inadequate for this
purpose. -It is the feeling of the authors that more pragmatic ob-

jectives could better be used.

Pragmatic behavioral objectives are those that axe closest to the
actual conditions under which the target population has to make

decisions. This paper illustrates/the development of a health
inventory based upon pragmatic behavioral objectives derived from
a decision chart which traces the decision-making process in the

target population under different conditions. The stages in the
inventory construction are as follows:

1. Definition of the target population and ultiMate
objective of the health inventory.

2. Development of a decision chart for pinpointIng
knowledge and related attitudes absolutely essential
forthe target group to take health-action.

3. Formulation of pragmatic behavioral objectives in
relation to the' knowledge and attitudes contained in
the'decision chart.

4. Construction of the inventory items.

5. Testing of the inventory on one persom at a time and
revising the items until all ambiguities are eliminated.

.* Additional'author--T.D. Ainsworth, Ph.D., Associate Director,
Allied Health i'rojects, University of California, Los Angeles:
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6. Formulation of final inventory.

7. Group testing and dtatistical analyses.

These developmental stages were utilized in constructing a health
inventory about syphilis. Steps 5, 6, and 7 have not been, com-
pleted at this time. A tested version will be available at a
later date.

!!'A

1. Definition of the target,llopulationA

Teenagers who may have only partial pragmatic knowledge
about syphilis. 'r

Ultimate objective:

Assessment of the pragmatic knowledge and related
attitudes about syphilis possessed by the target population. c

2. Decision char:

The'- process chartpinpoints the decisions the target population
needs to make. Two kinds of decisions are considered in this chart:
one kind of decision is made by members of the target group after
receiving information; another kind of decision is made by the
professional educator when he determines the items that should be
placed in the inventory. The knoWledge necessary to make a
decision is.printed ik italics. This is the information the pro-
fessional educator must impart to the target group to facilitate
decision-making. The decisions made,by the professional educator
are presented in capital letters. The target group's decisions
are indicated by lower case italic letters. (see Chart II)

3. Pragmatic behavioral objectives:

After examining the decision chart, it is possible to delineate a
bddy of knowledge that is needeq,by the target population. Follow-
ing this, pragmatic behavioral objectives may be stated. For example:

Body of Knowledge
If sexual intercourse occurs
between persons who are not
infected with syphilis, the
disease will not occur.

Pragmatic Behavioral Objective
Given several situations with differing
crucial choices, members of the targekgrouri
will be able to point but the individuals who
are more likely to acquire syphilis.

Partners may engage in sexual
intercourse and be relatively

a safe from syp lis if a condom
is used.

Given several situations with differing
crucial characteristics, niemberie the target
group will be able to select the method
that will reduce the risk of infection.

-131-
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V.

4. Construction of inventory items:

The inventory item that is constructed should be as close in form
to the'pragmatic behavioral objective as possible. The following
is an example of an item derived from a pragmatic behavioral objective:

Sue has syphilis..
Tom has intercourse with her.
Joe kisses her.
Who is more likely to acquire syphilis? Tom, Joe (Circle oie)

This type of item is more desirable since it requires processing of
essential information in a situation closei to the objective. Where
the behavior of the target population is dependent upon an attitude
rather than a specific bit of knowledge, situations illustrating a
variety of attitudes must be givenso the target population can
select the one closest to their attitude. This information is essen-
tial for the professional educators since it will assist him in
designing his health education materials in an appropriate way. The
following is an example of an item derived for this purpose:

During the past month, Joe had intercourse with Sue,
Alice and Helen. He was diagnosed and treated for syphilis.
Afterwards, he considered taking one of the following
actions. Which one do you think he should take?

LA a

1. Tell q.ue, his closest friend, to see a doctor.
2. Tell Me, Alice and Helen to see a doctor.
3. Take Sue to the doctor.
4. Take Sue, Alice and Helen (at different times)

to see the doctor.
5. Ask a friend to tell Sue, Alice and Helen that

they have a health problem.
6. Don't tell anyone.

SUMMARY

Existing health inventories may not be satisfactory because they
usually elicit information that is not directly related to the
decision-making process. By taking the decision-making process
intoiconsideration along with related pragmatic behavioral ob-
jectives, it is possible to develop inventory items that are more
relevant. This paper presents a procedure for developing inventory
items on this basis utilizing the disease syphilit as an example.

* * * * * * * * * * * * * *
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PROBLEMS IN THE EVALUATION OF TRAINING
OF HEALTH PERSONNEL

By

IRENE FIGA-TALAMANCA Dr.P4.1.

The extent to which training activities can-be evaluated success-
fully is a matter of current debate. The debate extends beyond
the field of training and encompasses broader educational activi-.
ties such as adpt education', higher educatio433 and compensa-
tory education.4 Some educators and social scientists profess the
urgent need for precise and scientific evaluative research in educa-
tion.5 Others argue in favor of maintaining the non-formalist;
heuristic approach currently prevalent in educational philosobbyi6

LThe present evaluative proposal starts with the premise that, while
not all training activities produce precise and anticipated changes,
an while many of the changes produced cannot be detected by the
available measurement techniques, evaluation remains a major mec--
hanism for providing, feedback to any training program. Such
feedback is essential for the improvement of training programs.
It must be clear from the outset that the)evaluative scheme proposed
here is not concerned exclusively with,the "outcomes" of the train-
ing program. The training process does not lend itself readily to
the summativip evaluative. approach which requires well-defined, stable,
and replicable procedures. While .certain selected portions of-he
training program might be subjected to a summative evaluation, the
total program can only withstand an evErinative procedure which permits
mid- course corrections known as "formative evaluation".7 This-type
of evaluation is best suited for training programs, and. it has
actually been found to be the only tye.'of evaluation compatible
with many health re1ated programs.8

REASONS FOR INCREASING EVALUATION OF TRAINING.

The current interest in. evaluation of training programs can be
attributed to a number of recent developments. First, training
activities both in the privaye and the public sector are becoming
increasingly common. According to one estimate? the amount of
money expended by business/and industry in training activities ex-
ceeds the total annual blAiget of schools and colleges. Secondly,
there is increasing interest inarational and systematic approaches

-133- p



to social planning. The "Experimenting Society" 10 of tomorrow
demands continuous testing and evaluation of proposed solutions
before they are app-lied on a .general scale. The trend to submit
new solutions to critical evaluation is in fact producing Consider-
able amounts of research evidence on the success or failures of the
training programs for new.2 professionals such as nurse practitioners, 11-

imental health.associates social work aides 13 and other new
community health workers It It is of interest to note that such

.critical evaluations are almost never concerned with established
training programs such as the training programs for physicians, nurses,
social workers, dentists, pharmacists, public health specialists;
and other health professionals.

The third main contributing factor to'current interest in evaluation
is related to advances in applied behavioral science methodologies.
There are two major developments in this area. The first is the
development and the popularization of evaluative research designs
idhich permit the evaluator to- establish causal relationships between
the training input and the observed bahavioral outcomes. The second
is the development of an edtcational science which defines objectives
and learning outcomes sufficiently well to allow measurement of changes
as a result of.the training program.

CONSTRAINTS TO EVALUATION OF TRAINING

Both of these advances in methodology, hoWever, have definite
limitations when applied to the evaluation of training programs.
The development of the experimental and,quasi-experimental designs
in educational research 15 is undoubtedly a definite step towards
a more rigorous-approach to training. However, many training pro-
grams are not easy to'submit to this evaluative approach. Let us
examine some of the more obvious limitations of this approach in the
training setting:

k. The dependent variable (change in professional performance
in this case) is a diffuse factor and is affected by many other
independent variables in addition to the training program. Thus,
the effect of the training' program in and of itself may not be
detectable without 'random assignment of very large numbers of
trainees to training and non-training groups.

2. The specific sub-goals of a training program are often
altered mid-stream in a program, a change which is incompatible
with the requirements of the experimental design.

s2
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3. Theoexperimental design required ;that the treatment
remains constantthroUghout the educational experiment, a

^0,))

prodedure that often runs.counter to'the educational principle
of "starting where the student is" and adjusting at every step
according to the needs of the students.

4. The experimental design usually does not allow the assess-
ment of unplanned or peripheral outcomes of. an educational ptog
ram which might be as important as the predicted

.5. The experimental design utually focuses on one narrow
aspect: it deals with the effect that the, program has had on

Fi

the individual; it seldom attempts-to establish more :tar reach -
ing implications.

The narrowness of focus of the experimental design is both its
.strength and its greatest weakness. While its usejs the only certain
way of:arriving at conclusions about specific program outcomes, its
exclusive and Indiscriminate use has been criticized as myopic by'.
some of its strongest proponents 16,17, The Evaluator of a'training
program cannot remain unconcerned with the long-term and the far -
reaching effects of the program whether positiveoor negatixe-

is
This/particularly true in the heilth field, where health is the
ultimate goal. We might add.that the-same principle should-,apply
to other health education activities such as patient education.
While the.experimental clinical-trial-type design of patient education
programs might focus on the evaluation d behavioral outcomes 18
(e.g., compliance with medical regimen), the educator as well as
the evaluator of the eduational program cannot be unconcerned with
the final health outcome of the recommended behavior. In an analo-
gous way, TiTaning program aimed at training health personnel should
be concerned with its contribution to the health and well Veing of
the community. e" 4z1

Unless the view of evaluative research is broad and open, and unless
evaluation findings are stated with appropriate caution, there is
potential danger for misinterpretation andaabuse. As pointed out by
others, evaluative research findings can be a powerful fttstiUmant
iri the handi ofdecision-makers add politicians. Research as-swell as
evaluative endeavors are never free of values and of,politiCal impli-
cations 19.

Similar limitations can be cited in regard to the second technological
advancement in educational science, namely the.explicit statement of

1fS3
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goals in behavioral and therefore measurable terms ,Training in
the health profession is particularly problematic in this respect.
Most of the training goals are in fact vague, while much of the
behavioral change presumably resulting from the training program
is difficult to measure with existing instruments. Non-verbal
communication with clients is a good example of this difficulty,
although instruments to measure non-verbal communicative behavior
are now betoming available 20. This methodological limitation
has often served as an argument against those in favor of system-
atic evaluation. It 'ias been observed, for example, that while
scientific" evaluatiOh. has condemned programs as haying "no, impact",
informal impressionistic evaluations suggest theopposite 21. In
consequence, the validity of,15the whole approach has been questioned.22

It might be saidthe't the evaluative methodologies presently
available tend to.focus pqmarily on training out conies ("summative"),
and- less on the on-going aspects of the. training process Cformative" .
The summative approach might be of limited value to the training
program staff in need of assistance in making decisions on a day-
to-day basis. The evaluative approach suggested here is an attempt
to provide a general framework of the various aspects to be taken
into consideration in the evaluation of training programs for health.
personnel.

For the purpose of the present analysis, we will concentrate on the
type of training-which aims at the improvement of a health worker's
job performance in an organizational setting. This focus purposely
excludes some of the academic training programs where neither the
sponsoring work organization not the community that will eventually
benefit from the. training program are readily defineable. It might
be useful to conceive of 9e training process as involving flour
sys'tems: the trainees, the sponsoring organization which imploys them
or will employ them in the future, the traininginstitution, and the
community.
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The amount of overlap and the type of relationship between the
trainee, his work organizaticfn that sponsors the training, and
the training institution are of critical importance to the success
of the training programs. Often, these three systems are in fact
hardly' communicating and collaborating with each Other. Of equal
importance is the relationship between these three systems and the
community. With rare exceptions 23,the role of the community is
not given sufficient consideration, either in the program planning
or in the evaluation of training programs'.

The diagram (page 4), suggests that the intersection of the four
systems constitutes ,a comm8e'ground. It is the ground where the
goals, the needs, and the activities'of the trainee, the training
institution, and the sponsoring organization meet in their concerted
efforts to solve the healthvroblems of the community. This approach
envisions training as part of a larger process, the process of meet-
ing community needs and bringing about social change. As Mathews
has pointed out, training can only be meaningful and effective if
it is,part of the process of planned change 24.

Evaluation of the training program seen in the above context should
clearly attempt to answer questions that go beyond the final train-
ing outcome, i.e., the improvement of the trainee's performance.
Questions of the relevance of the program to the community needs,
the involvement of appropriate groups in the planning stages, and
the planning process of the training, itself are also objects of

evaluation. At the later stages of the training, evaluation activi-
ties should be directed to the characteristics og:,,the training facili-
ties, the quality of the training process, as well as the effects of
the training on participants' performance. Finally, the way the, eval-
uative feedback is utilized and diffused and the consequences of
the training activity for the organization and for the community
are also objects of evaluative activity.

It must be obvious from the above that the evaluator or the evalua-
ting team of a training program, if it is to employ the formative
rather than the summativeapproach, and if it is to contribute to
the day - to-day perfecting of the program, must be an integral part
of the training program from its inception. In so doing, the evalu-
ating activities keepthe program growing and progressing with con-
tinuous adjustment to changing demands and changing circumstances.

Let us now examine some of the specific training activites where
evaluation should play an important role. In doing So, we are in
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fact forced to examine the planning process of which evaluation is
a "mirror image" 25. Table 1 summarizes some of the main phases
of the program where activities need to be continuously evaluated.
The first relates to the relationship of the training program to
the community. The second phase is concerned with the evaluation
of the on-going Planning of the program, The third area of concern
is specifically directed to the training policies,
organization, and structure. The fourth is concern d with the
training'process, including methods used and quality of the educa-
tional experiences. The fifth area is concerned with what is usua-
lly the primary focus of evalutivesresearch, i.e., the success in
the training objectives. The final phase of the evaluation is con-
cerned with the utilization of evaluative feedback.. Each of these
are objects of evaluation activities which try to answer a variety
of questions in regards to the. training programs. The six phases
discussed here follow the chronological order of the planning pro-
cess. However, different training programs might select to focus
on different sets of evaluative activities according to the stage
of their development and according to the partcular concerns and
purposes that evaluative findings will serve.

The sources of information to be used for the various evaluative
activities differ. In Table 1, we present a range 'of sources of
information, from -informal communication and unplanned participant
observation, to use of formal information sources such as data collected
through questionnaires, and documents,such as local health'statistics
and administrative records. Correspondingly, the methods of data
collection will vary according to the type of information sought and
the sources of such inforvtion. Mudh evaluative informqtion can-be
obtained by participant observation in meetings, classrooms, site P

visits and in field training observations. Other data collection
(methods include interviews, questionnaires,'diaries, and statistics
or other documentation available through indeRendent-sources.

The nexe column in Table 1 indicates some of the main contributions
of evaluation. It will be noticed that evaluation can benefit many
different aspects of the proguytn- Some examples of uses include
estimating program inputs, furnishing guidelines f6r action, deci-
ding on program modification, and contributing to knowledge.-The-
last column deals with the many different human skills that evaluative
Ativities require. We will now discuss in some more detail4the
evalua4ve activities previously proposdd.'

A. Evaluation of the Relationship Between the Community and
the Training Program. As mentioned earlier, it is not sufficient
to ak the question, "Did the training program bring abOut theldeSired

.
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change in pAformance?" Before asking this question, which is
the conceit of a later discussion, we must ask "Art the .changes
proposed by the training' program desirable and by whom?" Too
often, it is takp for granted the program will be'beneficial to
someone. However, before this can be assumed, it is important
to examine critically the, relevance of the training program goals
to the community.

Some of the peAinent questions the evaluator has to ask relate'
to the degree to which the community participates in the decision
to institute a training program, in the definition of the training
needs and in the selection of trainees. The process of community
input in training programs actually does occur in some instances,
although not always in a planned fashion. The involvement of local
agencies in a training program for health aides introduced bey a
health department is an example_of this. The selection of young
people to study medicine by the community in a Chinese setting is
another. Information for this type of evaluation would usually
originate in observations during meetings and communication with
interested groups or community leaders. Such observations can lie
collected by planned, systematic techniques such as the nominal
group process-26 or by unplanned an5l casual methods. Talking with
people in staff meetings during site visits or in informal settings,
fdr example, might furnish valuable information often missed by
the use of formal research-oriented data-collection methods. An
evaluator with anthropological training might be of particular valde
to this part of the evaluation activity. The contribution of the
anthropologist in evaluative education research has been recognized
by th& school system of Berkeley, where's team of anthropologists
is presently studying innovations introduced in the school and their
effe ts on the students, their parents, and the community.27

This type of information will be useful in identifying the needs of
the community and assessing its receptivity to the training program.
Having such information would help the program management gear the
training to the community needs and defend its continued support.
The person responsible for evaluating this phase of the program needs
community diagnostic skills and familiarity with community organiza-
tion and anthropological research techniques.

B. Evaluation of the Planning of the Training Program. The plannin
process of a training program encompasses the activities of what is
known as the "pretraining phase."28 In this phase, the objectives of
the training program have to be defined by the collaborative efforts
of the parties involved. Trainees will participate by expressing their
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training needs as they see them. The organization'that employs themor plans to employ them will participate by providing a detailed.
list of the tasks it is expecting the trainees/to fulfill after the
training. The training institution will g4rticipatp by. analyzing
these tasks into detailed components. Such components would include
the final output of the tasks, what material or equipment might beused in the task, and what other people are involved' in the task

1.

performance (e.a., client, co-worker, or supervisor)._. For each
of the detail tasks, information on the necessary knowledge and
skills has to be outlined and the level and degree of discretionary
power and delegation of duties advised. The depth and breadth of
theoretibal knowledge necessary for a particular task must be deci-
ded on the basis of the 'nature of the tasks and the availability ofother supporting or supervisory personnel. The technique of defining
the depth and breadth of currllula in relationto the tasks performedis currently developed by Eleanor Gilpatrick under the concept of the
"career ladder."29. . Task analysis is a procedure in the planning of
training programs that guarantees the adequacy of the program and its
freedom from extraneous, unnecessary material. Such analysis has been
worked'out successfully for the training of various types of health -

professionals. 30,31,32,33,34 .

Once the tasks are spelled out in detail% the next step is the deli-
neation of appropriate learningexperiences for the trainees. Again,
the role of the evaluator is to raise questions about the choice of'
learning experiences, the balance between theory and pr'actice, and
the possible constraints on the actual performance of the tas44earned:
In the health field, where some tasks are legally reserved to certain
specialities; legal constraints must be taken into consideration.
One of the frequent errors In tratatngisthe assumption that the pro-
vision Of class-room learning- experience will translate into satis-
factory skill performance in the work situation. The evaluator will

o be able to .detect where in the planning process such assumptions
have been made and provide alternative solutions.

Information for the.evaluation of this stage can be obtained by
reviewing the task analysts sheets,.assessing the clarityand precision
of the stated tasks and of the knowledge and skill requirerentS in order
to achieve proficiency in the various tasks. The learning experiences
should be evaluated in a similar fashion. The opinion of specialists'

. or experts in curriculum development or other persons with experience
in the given task would be valuable.

The evaluation of the planning process is vitally important to the
outcome of the program. The information collected in this stage
provides the concrete basis of the rationale, the goals, and the pro-
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cedures of the program. It is the blueprint on, which the training
program will be constructed. The person responsible for the evalu-
ation of this phase would need previous experience in program planning
and in the development of training programs, including techniques
of task analysis and curriculum developmint'.

a A

C. Evaluation of the Structure and Organization of the Training
Institution. The structure and organization of the Institution
involved in the training program has important implications for the
success of the training. Mites 35 has identified a number of dimen-
sions relevant to the health of a training institution. These include
task-related dimensions, dimensions related to maintenanne needs,
and dimensions related to the "changefulness" of the institution.
The evaluator will be concerned with assessing the duality of these
dimensions- Some of the pertinent questions outlined in Table 1 are
examples of the problems the evaluator must deal with. They include questions
about intraorganizational communications, about morale and learning
climates, about openness to Change and flexibility, about the number
and eivalifications Of personnel, the adeq+Ody of the physical setting,
and the availability of teaching equipmene:z It is often the case that
training facilities are evaluated primarily on the basis of their
technical equipment and their supply .of hardware or media. This is
clearly an inadequate and partial view, probably baga-tn the erroneous
identification of the educational process with thecmere_production or
use of media: While demonstration facilities, laboratories, and other
such facilities are important for the success of a training pilogram,
they do not, in any way constitute the training program by themselves.

I
The information necessary in order to evaluate the structure and
organization of the training institutions includes planned and unplanned
observation of the communication patterns within the training institution,
the morale of the staff, and the prevailing climate. Such information
might be collected by informal, unplanned observation in meetings
and informal interviews, as well as planned observations aimed at
identifying staff satisfaction and morale, vertical dad'horizontal
communication patterns, leadership style, power distribution, etc. A
structured self-assessment study, using a list of predetermined evalu-

, ative criteria such as those suggested by Green 36 might be a very,
productive exercise.

In regard to the evaluationsof human resources (teaching.staff),
physical setting and educational technolo4,.data available thro gh
administrative inventories and personnel records could besuffi Tent.
An often neglected area of training evaluation is thatErof QO -effect-
iveness of training activities. Innovative approaches to deal ith
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the complex problems of cost-effectiVeness of health education
which might be applicable to training programs as well have been
suggested t'y green. 37

(

Realistically, such evaluative activity can on bkapplicable in
settings where the training program- under evalliation,avails a
training institution of its own. In many settings, trainees are
"guests" in training institutions which are evaluated informally
by their reputation in their community. In these cases, the concern,of the evaluator is not so much to evaluate the training institution,
but to selectively examine characteristics of the institution which
might render it More or less appropriate for the purposes of the
training program. To accomplish this evaluation effectively, the
evaluator will benefit from experience and understanding in manager-
ial prOcesses, and familiarity with educational methods and educationaltechnology.

'D. Evaluation of the Training Process Itself. Blueprints for
program activites are not the same as program activites. The way
the training is carried out is as- important an object of evaluation
.as the plan on which the training was bawd. Critical qUestions in

-,'this phase are related to the choice of learning experiences that
provide opportunity for participation, direct experience and applica-
tion of the skills in real life situations. This is the time of
translating theoretical learning into actual problem solving, and

. the role of the teaching institution is, of course, of central impor-
tance here. The methtds utilized in the training, pretesting of
materials and methods, and the performance of the teaching staff
are some of the crucial questions. Available research evidence has
shown thip instructional methods have to be selected on the basis of.
the trainee's background and motivation and according to the nature
of the learning experience needed. There is.abundant recent evidence
that favors the non-didactic, participatory group learning in the
training of health workers. 3809 Of particular valle in this area
is the experience gained through the training of mental health workers
and counselop. Research in this area has established the superiority °

of the group Laboratory training model, 40,41,42,43 over the didactic
academic model. Knowledge of the cladsical studies on the techniques
of persuasion and communications, 4 as well as recent evidence on
the effectiveness of the various channels of communication and preaen7
tation,45, 6 which guide selection of media. and channels for the-train-,

ing, will also guide the evaluator's judgement about the quality and
appropriateness of the training methods utilized; Appropriate modern
training aids such as the video-tape:47,4° and teaching machines 49
are likely to improve the effectiveness and the effidiency of the train-ing program. In the context of evaluation, specific research projects
could be carried out in which the effectiveness of alternative training

lk
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methods could be assessed andompared.-

The information needed in answering questions in these areas can
be obtained through direct observation of the training process°
by participant observers and planned agd unplanned communication
with trainers and trainees. A useful framework for evaluating
the training process through a conteht-analytic assessment o

sensitivity traininghas,been developed by O'Day.50 Its use in
training situations Of health personnel might yield useful insights
in trainee-trainer interactions Data on,the reactions of trainees
and trainers and on their satisfaction with the,training m thods
by the use of anonymous questionnaires might also yiAtt u ful
information. In the field of higher education, student re ctions
are now widely used in an attempt to increase student part:cipation
in the educational process.51 The-Jtiectiveness of the'var s

training methods in eliciting interest and 'participation in the
training process can be assessed with questionnaires. Appropriate
dimensions for evaluating training methods have been developed and
tested in a number of settings. 52 The effectiveness of training
methods in bringing about changes in knowledge, attitudes, or per-
formance of the trainee will be discussed later.

1 The evaluation of the training process serves a number of important
functions. First, it provides the continuous opportunity for a
critical examination and adjustment of training procedures. Secondly,
it provides a pretext for group discussions and exchange of ideas
between trainees, trainers, and other staff, necessary for achieving
a climate of collaboration and enthusiasm for the learning process.
Comparative data on the various training methods used can also contri-
bute to our knowledge of t6iningioethodology.

The person responsible for this evaluation component of the program
`needs experience in training methods such as teething and communica-
tion skills and group leadership, as well as familiarity with educe-
tional,technology and interest in research.

E. Evalu4Ping the Success o the Training Objectives. The major-
ity,of "scientific evaluation " bf training pro'grams concentrate on
this aspect Of evaluation and attempt to answer the question: has the
training program succeeded in its intent? This is obviously the
focal concern of all evaluative research endeavors and deserves pri-
mary, although not exclusive, attention.

This phase of evaluation presents particular difficulties, some of.
which have already been discussed in the beginning of this paper.
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Reseprch design is sometimes incompatible with training goals
andProcedures. To the extent:that experimental and quasi-experi-
mental research designs such as those'snmmarized by Campbell 11 5
can be worked tut, the_experimental approach remains the most
valid method of assessing the effect of the training program on
trainees' performance.

The choice of a control group is the most diffictUt task of the
evaluator in this phase. A-common egtor is to compare trained with
untrained persons who never entered the training system. The fallacy
here is the assumption that these two groups differ only in regard
to their training 'experience. A similar erroneous assumption is

`made in comparing training outcomes of particularly disadvantaged
groups (e.g., remedial treatments), with standards that pertain to
the general population. Random assignment to experimental and control
groups from a'common pool of employees or applicants needing or
requesting training is the best, although not al lays workable, method
for avoiding such problems.

.Another serious methodological problem in this area is related to
the criteria of success. These are c.camcaly related to the degree
of explicitness and concreteness of the program objectives. There
is\little consensus on what constitutes an acceptable set of cri-
teria in evaluating training outcomes. This is probably due to the
variety of such outcomes, and the differing importance of each
according to the situation.

One conventional evaluative criterion of training outcome is that
of changes in the earning capacity of the trained individual. 53
This criterion, however, might be of little use in the monopsomistic
setting, where the trainee often has no alternative but to return
to his original work situation after the training.

Changes in trainee's knowledge, attitudes, and behaviors can be
assessed by a number of methods requiring a varying degree.of rigor.
Knowledge changes, for whatever they are worth, are usually measured
with the pretest and post-test method. Longer period follow-up on
retention of such knowledge may be a better criterion, since ip
provides information not only on what is 'retained in the long run,
but also what facts are used (what is not used is forgotten). Atti-
tude changes can be assessed either directly from the trainee or
indirectly from his supervisor and colleagues. There are innovative
ways of measuring such changes available now. In the assessment of

1, attitude change, for example, the semantic 4ifferential has been
found to be .a useful instrument. 54



Another possible instrument of data collection would be the
diary. The trainee can record daily the problems he or she
encounters during both the pre-and post-training psriod. Such
diaries, in addition to evaluation, could also be useful in
the planning process in conjunction with the analysis of tasks
and the development of the curriculum.

In the indirect assessment by supervisors, 'one study found that
the performance,rather than simply the verbal response of the
supervisori Sin certain situations is a useful, measure of trainee
effectiveness. 55 Peer review methods in which trainees are
Vely involved in self - assessment and assessment of others,c mbined
with appropriate incentives, have been found useful in the industrial
setting and might be of use in the health service setting as well. 5

Performance changes should eventually be reflected in the final out-
come of the training program. In the health service setting such
changes should be reflected in the way trainees are perceived by the
clients ancrthe impact they have on clients' health behavior (i.e.,
independent measures such as cOiflUtre-si-utilizatin-p-atterns, pre-
ventilie health behaviors, etc.). A double-blind design which might
allow a stooge client to evaluat& "trained" and "untrained" providers

i

on ceMs n behaviors would be an ideal approach to this problem.
However, such an approach poses al number of administrative and ethical
problems difficult to o'ercome. It is also necessary to keep in mind
that in post-training evaluative studies, it is necessary to analyze
not only the individual trainee's changed performance, but, more
importantly the degree toriatiich the work organization has provided
him with thelopportunity to exercise fully the newly acquired skills,

The information obtained in this evaluative phase 'serves a irpri4y
of purposes: it provies the best possible evidence needed for pro.-
gram improvement. It serves as the best defense of the program (if
the results are positive) and it often fulfills contract obligations.
Another important contribution is,. of course, to knowledge, and in
particular in the area of behavioral change. The person responsible
for this phase of evaluation needs preparation in research, including
methodology:of research design and instrument development, as well
as a backgro d in bbhavioral sciences:

F. Evaluation of Feedback Information. The final phase is 'an
attempt to evaluate the degree to which evaluation finding are

actually influencing the course of the training program. Another
impoitant question in this connection is related to the diffusion
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of the evaluation findings and their use in the commUnity:. In
order..to_ evaluate this phase, we used information about the way
evaluative activities -areTviewedanduSed_by the training. institu-
tion. Such inforMation canbe obtained by forMal (interview, ques-
tionnaires) or informal communication with the training staff.
Additional methods involve an anlysis of changes of the training
of evaluative reports in the-community could serve as another indi,
aatorof the utilization of feedback: The purposes of evaluating
this phase are many.. Evaluative findings are of little intrinsic

.worth. Their Primary value lies in.their use to guide and improve
the prograM. HoWever, it is not unusual that evaluative findings
are given- little or no consideration. In addition -to their obvious
Use for program improvement, the communication of evaluative findings
strengthensandreinforces the needed collaboration between the commu-
nity, the.sponsoring.organization, rile training institution, and the
trainees. Finally, the need for publicaccountability and sharing

.of evaluative outcomes in public-service programs is long' overdue. 10

The persondresponsible for this phase of evaluation must have the
ability to. interpret data, to synthesize'the significant findings,
*IA to communicate them effectively, both verbally and in writing.

Examining the column relevant to the skills of the evaluator, it
is easy to arrive at the conclusion that no single individual can
undertake the role by himself. Many of the skills of the evaluator
are likely to be available among the training, managerial, and techni-
cal staff of the training institution and the work organization. This
analysis provides convincing evidence in favor of an interdisciplinary
evaluative team composed of all or of some of the persons involved
in training activities glich an approach would overcome the well-docu-
mented resistance arising from the introduction of an external eval-
uator. 57 However,,the use of special external evaluators to assist
the evaluative team with specific technical problems may not pose
any difficulties.

The evaluative processes proposed here constitute essentially an edu-
cational process. It is educational not only in the sense that it
encourages and reinforces the continuous, voluntary improvement of
the training process based on knawledge'of results, but at the same
time it provides an open, participatory and democratic approach iti
which dialogue and constructive criticism are encouraged. By approach-
ing evaluation as an education process, new ideas are received with
enthusiasm rather than suspicion.
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* * * * * * * * * * * * * * * * * * *

Evaluation of and research in health education have been the'
subject of two WHO technicolireports, onetor two SOPHE mono-
graphs, several HEW publications, aleissue of the International
Journal of Health Education, and a multitude of Journal articles.1
The materials fall into three general categories. The first^
cites the importance of evaluation and of research related to
health education practice and exhorts practitioners to attempt
these' procedures with greater frequency. The second* category
contains the "how-to-do-it" literature,, discussing the various
methods for conducting research or 'valuative studies. The final
grouping encbmpasses reports of such studies- this group is
gate small.

This entire body of literature concerns me. It is-based on two
incorrect premises which should be eliminated from the thinking'
of all health educators and all ;workers in the field of phIllic
health and medical care. Their perpetuation can lead only to
ineffective health measures. These assumptions are: first,
that health education is,comprised of those educational activities
manipulated by health educators; and second, that the behaviors
of individuals can be altsred independent of changes in their
general life- circumstances.

WHAT IS HEALTH EDUCATION? 'CM

The first problem involves a definition of health education. In

its 1969 Technical Report the World Health Organization expert
committee stated that in its broadest interpretation: health
education concerns all those experiences of an individual, group,
or community that influence beliefs, attitudes, and behavior with
respect to health, as well as the processes and efforts of pro-
ducin chan e when this is hecessa for o tional health. This
definition realizes the importance of all experiences. Unfortunately,
the commAtee accepted a more limited meaning for the purposes of
its report: the planned or formal efforts to stimulate and pro-
vide e eriences at timgs.,- in wa s and through situations leadin
to the development of th= health knowledge,.attitudes, and behavior'
that are most conducive to the attainment of individual, group,
or community health. Parenthetically /the definition adopted by
the President's Committee on He'alth Edubation: "Health education
is a-process that bridges the gap between health information and
health practices," seems completely useless.

-154-
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Perhaps. you are wondering how these definitional issues are re-
lated to evaluation. Well, if you plan to eVtluate a health educa-
tion program, you must first define what is to be studied. Most
evaluative studies executed by health educators focus on the so-
called "educational component" of a public health or medical care
program. They divide a group of families into experimental and
control groups and expose one group to individual counseling
relative to familyplanning, anther to group techniques, and a
third to no education at all. hen they measure changes in know-
ledge, attitudes, and practices in the groups. Similar studies
have been attempted in a variety of settings, hospitals, schools,
clinics, etc.; but the focus almost always is'on the health educa-
tion component. To the this appears to be a gross form of profed=
s.ional inflation. If you rationally consider all the possible
influences on a person's decision to seek services or not, or to
comply with a physician's instructions or not; yob. must read., the
conclusion that the health education program is only bne, andb
perhaps a relatively minor,influence. Compare it with factors
of accessibility:' How far away is the clinic you are trying to
educate pregnant women to attend? What hours is. it open? Or con -

sider
acceptability: Are appointments scheduled at regular inter-.:

vals Or is everyone scheduled to arrive at the same time and then
wait for the obstetrici&n to work his way through the patient load?
What are the attitudes of the physcians and nurses towards young,
poor, or minority group women? Perhaps your educational campaign
can bring in some pregnant women for a first visit despite prob-
lems with accessibility and acceptability; but unless these prob=

Ilk lems are overcome, its continued success is unlikely.

ti

To continue with the first example, is the health educator's task
limited to developing, executing, and evaluating the individual
counseling and the grog discussions; or is our profession elso
responsible for determining that the family planning clinics are
run by sympathetic staff and are'easily .9Acessible, or even that
these clinicshave adequate supplies of the contraceptives whose
use is being advocated? If the answer to this question is "no,"
strike me from the list of health educators. I. want no part4Of
urging people to use unavailable materials in uncomfortable.tsr-
roundings; and I am unwilling to ..believe that administrators and
clinicians will "take care of" these matters with no prodding
,from health educators.

4

Let me give you another example of what I consider health educa-
tionparochialism. Recently I sat, somewhat uncomfortably, as .

a health educator reviewed with an audience of health educators
the variety of techniques which could be used to change the know-

,'
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ledge, attitudes, and practices of patients and ether community
groups. He did not stress posters, pamphlets, films, etc., the
paraphenalia of the 1950's health educators; but rather used the
social scienceapproach ofthe 1960's version.' During the break
between speakers, I asked him whether he thought health educators
had any responsibility for changing the knowledge, attitudes,
and practices of the providers of health services, as distinguished
from the consumers. He readily agreed that health educators did,
and we then further agreed that the knowledge, attitudes, and,
practices of physicians, nurses, social workers, aides; etc.
probably had as important an impact' on consumers as anything
the health educators did directly-for or with the consumer. To
his credit, the health educator commented on his omission before
the introduction of the next speaker. But I am certain that
despite this declaimer the audience was left with the impression
that health education is what the health edVcator does. Although
health eduators usually say that everyone does health educatioh,
they act as though only they did, and when they evaluate they
only study what health educators have done.,

These examples lead me to two conclusions. First, health educators
must be concerned with all aspects of a health-program, not Just
the so-calle "educational aspects" or to put it another way,
health educat rs must be concerned)witil\the educational impact of
allservices p oyided by all personnel, not just with the educa-
tional services performed hy)health educators. ,45e7Cthat there
is little, if any, value in studying only the educational aspects
of a program. Just as health educators must look at all aspects
of program development and administration from the point of view
of the prospective user andactively inter-Irene when the planning

b or execution loses its client-orientation; so they must be involved
in evaluating the effectivhness Of the entire program and not just
slice educational efforts as were included.

sIBE CONDUCT OF EVALUATION

As a health educator, I also have'some-opigions about hbw evalu-
ation should be conducted.' First, relatively "little is accomplished
by a gross decision about.-whether aprogram is successful or not.
To be useful an evaluation mast determine why. Some of the answers`
to the why question can be accomaished by asking users and non-
users,or compliant, and non-compliant patients,about4heir reaction
to the'service. Other answers may be obtdined by statistical
analysis of use -- but beware of studying only consumer charac-
teristics and-ignoring provider characteristics. Why is itthat
imalmost all-studies ofutilization, the utilizers are analyzed
ix terms of educatiorrace, age, sex, education; and a myriad of
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other variables; but the services they use and the providers of
those services are considered one homogeneous mass? Why? Because
of our biases!! We know that all physicians arsiOot equally well-
trained, that all nurses are not equally fkiendly, and that all
social workers are not equally sympathetic, but we do not act on
that knoyledge when we conduct studies.

McKinlay2 is one of the few-social scientists who have-pointed out
this inconsistpcy, and investigators are just beginning to intro
duce provider lariables into their analyses. In ar study3 of the
,Young Mothers Clinic for school-age mothers at the Yale-NewEaven
Hospital, Dr. 3ekel and,I found that the patient of nurse-midwives
were more likely to'return for a'postpartum examination than
patients of obstetricians. Even more interesting, ye found that
the number of 'visits 'made to the 'social worker for counseling and
guidance:during the prenatal period was as 6trongly related to the

. social worker to whom the girl was assigned as:to' any eharacteristic:
of the pregnant girl, incTUding physical or emotional problems.
Certainly health educators,when evaluating prograas,phould not
fall into the stance, to quote Bill Ryan, of "Blam±hg the Victim"
for non-utilization or non-comp*ance. The provider as well as
the consumer shoul4 be studied.

Incidentally, perhaps these two gources.of errtir: (1) concentrating
on the "educational component" rather than on the entire program
package ; and.(2) analyzing in terms of the cljnt onlP, rather than
also looking at the pro'vider,have contributed to the negative
results of a majority of evaluatiops,,of health education.efforts.
These, negative findings, how -ever, have not put health educators or
evaluators out of business usuallyethey have been blamed on poor
methods of data collection, inadequate gathples, not allowing the
health education program to run a sufficientslength of time, etc.,
rather than on the sources of error I have suggeSted.

°
LimitationsitiPrpgraths

.

. ,

To proceed to thp-riotar premis tihich colors gvaluation'tot only in
health education, but in health andmedical care, generally: at
the behaviors f individuals can be.altered,independently of
in their general lifecircuthst This:is ,the premise which
would have us rely on obstetrical, are for the redUction'of-infanl, °
mortality, or on .dietary modifica .40m6 for the cont2bl of-diabetes-,
or on paychptherapy for thp treatth nt of:drug addiction. People
whose lives over a'period.cof 13 to 540 years' have, beenchsractei-ized
by poor nutrition, inadequate housing, and abysm education
probably ale going to have premature bSties regardless of the `host

4



'14

intensive efforts of the obstetrician for nine months. Dietary
modifications are possible only in the context of a certain type
of home life where food is prepared, rather than cans opened,
where meals are served at regular'hours,rather than picked up
at will, and where some future goal is-more-important than-the-
_gratfficAtion which a'sweet can produce in the present. The example
of psychotherapy with the addict is more of the same, an attempt
to change the individual while 'leaving his environment unchanged-.
Susan Reverby5 has provided eicampl-ks of the integration of health
education and social change in Mainland China, which health
educators should study.

Roland Warren, a sociologist, has commented epn the limitations of
most attempts at change,-noting the convergence of the preferred
research method in evaluation,,,namely, the controlled experiment,
and the usual method of agency programming, namely, the specific,
limited intervention. He states6:

. For various reasons of practice and practicality they
II .(the .agencies) confine thems.elveS to a very limited,

relatively identifiable type of intervention, while
'other things in the life situation ofthe target popula-"-
tion are...left unaltered.

One 61 the best known social scientists in'the-evaluation field,
`Carol Weiss,also has painted but the limitations of current evalu-
ative studies :3

4

It seems to me that noi:Pin some fields there is a limit
.

to hO much more evaluation research can Accomplish. In
areas where numbers of good studies have been done and
have fOund negative results, there seems little point in
devoting signVicaneffort_to evaluations of minor pro-

, gram.irariants.'ftvaluation-research is not likely to .

tell much more. There is appareptly somethingypong.
with m.my ofyour,sacial policies' and much social pro-

,,.gramming. We do not knog hoW-tb solve some of the
major problems-facing the society. Nor do we apply the
knowledge that we have. We mount:,limited-focus programs
to cope with broad-gauge problems. We devote limited
resources to Tong -standineand stubborn problems.

She further condemns most'evaluations, stating:

By accepting a program emphasis on,services (they)
tend to ignore the social and institutional Structures
within which. the problem of.the target gr6oups are
generated and sustained. Although evaluation studies
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can examine the effects of non-program variables, they
generally concentrate on identifying changes in those

'persons who receive program services compared to those
who do not,'and they hold constant (by randomization
and other techniques) critical structural variables
in the lives of that particular population..

Both -of thes,e experte_ conclude by urging social _a_cientiats tes-Pend,
more time dn'research into social processes and social institutions,
rather than on evaluations. They realize correctly that significant
changes in the health and welfare of populations result from changes
in policies and institutions, rather than from health or social,
agency programs.

CONCLUSIONS

Where does this leave us as trained public health. workers? Certainly
I am not suggesting that we abandon all efforts in public health an&
medical care, rather_tlat we view our programs in a reasonable pers-
pective realizing that re may be accomplished by lobbying and
through the ballot box than by small-scale_health programs. Nor

a aM.I suggesting that we abandon health pi-ograms, rather that we
improve them, using evaluation as one tool for that. improvement.
But let us, as health educators, not restrict our evaluative efforts.,.:
to the so-called "educational component" of a health prOgram-
this is an "academic" excise in theApejorativebense of the
term--that is, it is of limited interest and use. The consumer
does not sepatate out the eduCational component Of a prograth. He
responds, or does notrespond,to the gestalt. As health educators
we should assume responsibility for'determiningthat all components
of our programs evoke positive reactions 41 the consumer,land.then
it is that total package which we should evaluate;
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TOWARD A FRAMEWORK FOR INQUIRY IN HEALTH.EDOCATION

by

Betty Mathews, Dr.P.H.

Author's Preface

We, who identify ourselves as health educators,
begin our careers as.profesional practitioners.' In
fact, health education emerged as a field of kndwledge
as a result of the need for the application of the
educational approach to problems of behaviMTal change
in the health sphere. The result is that most of us
are more adept in thinking about a problem and

,

searching for relevant solutions.

Our natural p'rgpccupation-with 'practical applica-
tion does create difficulties however,ItecaUse applfca--
tion varies greatly depending upon,the setting in which
a behavioral change problem is located. :In fact,
application in different settings already has led-to
the establishment of separate health sUch as,
school 'health education and community health education.
The future promises still more such artificial
differentiationS.

If health education isto achieve] a disciplinary
/status, we nip.st identify and articulate the central
cOrelof condtrns (without reference to applicationrthat
are unique to thefield, and that distinguish health
education from other disciplines. If .a unique field of. I
inquiry does not exist for health education, then ft is
not a discipline,'and it's profession;i1 practice com-.
ponent will gradually disintegrate as a field of.
endeavor.

This paper is one attemptlrhowever elementary, t
begin the nece8Sary articulation process.
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-A continuing task for any discipline is the
search for more coherent and provocative theoretical
frameworks to guide its-research and its practice.
The purpose of this paper is to contribute°toward
the conceptualization of the art and science of
health education, and to suggest a way of looking
at a substantive base from which the field of .

inquiry may be guided. Emphasis is given to a
clarification of terms and to an elaboration of the
major areas of concern in health education, -their
interrelationships,and underlying assumptions. The
evolving conceptual framework is illustrated with
questions for inquiry. Finally, some of the
relationships between inquiry, professional.'practice
and curricular design are discussed.

4 .

I

clarification of Terms

4

The term health education has many connotations.
It has been defined sometimes in terms of purposes
,anoPoutcomes, other times in terms of processes.and
approaches. For example, health education has been
described in the literdture as a means oftimproving
personal and community health, as the developmentvof
a sense of responsibility in people for their own
health, as classroom teaching about health,` s the
education of health personnel, and as a program or
a d epertment of a health organization. Attempts

defineefine health education in terms of o4anization
or application render the term. somewhat ambiguous
and do Tittle ta' identify or'' clarify the core 'of

substantiV concerns that cut through these,Varied
approache to definition.

T e basis of health education obviously,lies
in'th= relationship between health and human
beha ior. More specifically, the core of its
kng edge is the undsirstanding of,human behavior
in erms of. its health consequenges,and understand,:

the processes of change, in iuman behavior as
eserelatedto the prPmotion ofbhealth and the
evention of illness.. As etiologV has become

0
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known throughout the history of disease in an,

human behavior has been implicated as a fa for in
causation, and frequently as a critical one. For
example, the types and amounts of food peolple select

o artd.prefep, their daily ritual, ofrotrk, 'rebt, and
eXercise, the manner in -which they relate to
others, are but .a felf, of the many forms of behavior
ha#ing-a role in disease causation. Moreover, the
rapid pace of-techno-social change in contemporary -

life and its wake of identity cripes, environmental
pollution, overpapulation, drug addictiqn, and
other problems, provides continuing testimony of
the intimate relationships between humah behavior
and health outcomes. It seems clear that promotion
of human health is...not possible without understand-
ing thehuman behaviors related to it. In fact,
health prOmotion is frequently dependent upon
influencing changes in health-related behavior. The
processes by which behavioral change occurs, therefore,
are concern for inquiry, as is the impact.of change
itself on.the healthy functioning of the individual,
social graup, and unity,

The term health-related behavior change more
accurately identifies tie focus,of'the field of
inquiry and avoids reference to-applications in-
cluded.in the various definitions of health .education.

Also, it airold's the misleading assumption that a
unique class Of-behavior exists which might be
labeled health behavikr.\\Such an assumption would
imply that some human behaviors lead to disease
causation or health promotion,and that others do
not. It is difficult, if not impossible, to
identify any human behavior that is not potehtially
health:=related in one way or another. Some health-
related behaviorS are clearly health-dire eqted in the
sense that the actor is aware of seeking a health
goal,'such as using medication to relieve symptots,
or obtainingliedical care, However,most healt
related behavior' is motivated by- factor's other -than

the actor's copscious.concern forrhis health;
(Georke et al, 1968) %
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A Framework for Inquiry

Presumably,A field of inquiry provided with
shape and direction byst e nature of the problems'
it seek& to alarify pi' resolve. If so, theh the
identification of its general afeasof concern and
their interrelationships would.provide a framework
within which specific oluestions.can be asked. _The
paradigm (.page 4) is pn attempt to place.the core = of
concerns in perspective. Major concerns'emphasized°
arer the health consequences of human behavior,

,

the natural determinantsoofbehavior change, the
processes of planned change,and the transactional
reiationShips between natural and planned change.
determinants as these affect the conditions necessary
for change to occur.

tw

The health consequencep of h a behavior involve
undefttanding the relationship of'a any given pattern
Of behaviors and their.consequences for achieving or
maintaining a state of wellness. For exile, what
are the,consequendes of a pattern of drug-dependent
behaviors for the-health of the individual? the
Social group? the community? What is known about the

s

causes, treatment, and prevention, of these health
consequences? What differences do the health conse-
quences 'terms. of optimal functioning of

groups,'and community?, ,The analysis
of these factors determines.irh4alth education has
a contribu ing role to play in,the solution of any
given hea th-related issue>or problem. .

Another facet of this concern is the health °

consequences of change; its lf, on the living unity
of the individual, social u it, and community. ,The,'
problem is-well illubtrated'by a World Health Organize.-
tiomreport that describes situation in which "new"
medicine, introch:Iced into a community, brought a r
loss of faith'among the peo le for their traditional
medicine. When"the newlAedicikie proved too expensiVe,
people found themselves wit but any medicine._. Obviousl:V

-

change in any oneaspect o ,living will have reper-
Cussions,in:other'aspecta. t are .the relative
codsequences for, health of change as compared with
the original behavior? What, disruption in.other

t.
6
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patterns of belLeft`.., attltudes, and habits could be
expected? What would be the effect 0.1 a change on
the total pattern o; existing interrelationships
for those involved? What are the alternative kinds'
of change to be considered? Thus,what is the
desirability for change orno-rchange in the health*
related behavior?

o
a

When changes in behavior of individuals, groups,
or a community are needed to promote health of pre-;.
vent illness; the health educator-has the task first '

Of predicting the conditipns necessary for these
changes to occur. This task involves.an understanding
of the ilatmKFL.1 determinants of change in behavior,
the pr96esses of planned change and the tranSactional
relationship between the two.

, .Predicting condit'iods necessary for change in
behavior'to occur is based first upon understanding
what 4atural determinants of change in behavior
(factors and forces) exist in-the situation before
actual planning for change is.attempted: The
assumption is Made that human behavibr _is neither
passive nor static, but is 'continuously'enanging
through experience. Past and present thinking-
feeling-acting exiSeriences tend to inflijence future
responses. The quetions to be answered are:
"What is going on in the man-environment relation,-,
ship? What does it mean with respect to a change
under consideration ?"

6

The field -of inquiry is concerned,therefore,with.
the individual with all of his inner forces: his
beliefs and values and the way he cognitively
organizes his world to derive his own special meanink,:
his needs and goals, and the order of priority he
placies upon them, his biological constraints, and how
all of these- iniertal forces' interact to infLueno ko

hi0 action. Of concern, also,,is the underStandin
of any, articular health-related behavior, not in
isolation, but as part of a larget complex of
behaviors,(habits or patternslof behavior) that
provilde supporting needs, beliefala.nd values, to
maintain the'status quo. Questions exemplary of
this area are:

-166-
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What are the, relationships between.pecIple.'s
bhealth-related behavior and their beliefs,

values,_ goals? o

In what pattern of activities does the.health-

related inhavioK occur?

In what ways are different perceptions associated 0
frith easy seeking of m &ical care, or with

delayed action?

What patternaof advice-seeking exist on
matters of health? How does advice-seeking
vary"with ty-156 of symptoms perceived?

A'second grolip of natural determirlants of change in
'behavior are those 'forces outside the individual, but
interacting withAnner forces in a behavioral sense.
In this respect. are significant others'and,,group
systems that shape and maintain behavioral norms, and
provide social support or recognition to the individual;
the larger social systems,'such as the. work organiza-
tion, or the community wiph its-power structure, social
stratas, Elect economic influences--all of these are
dynamlic forces, external to the individual, that
influenbe. his health-related. behavior (Roberts, 1970).

'Questions exemplary of this area of inquiry. are:-

Whatdiffetences in composition of decision-
making groups hive relevance for change in
various health-related behaviors (family,
peers, 'other groups)?

a
What social support factors must be present
for, an individual to maintain a newli
accepted health practice?"

_ e

What natural d6terminants of behavior
influence the processes of diffusion of
new health practices among peciple?

Predicting conditions.necessary,for change to occur
is dependent also-upon an Understanding of processes of
planned change., It is useful at this point to make, a
distinction'between how people acquire or change know-

,
ledge, skill, or other behavior, and how people can be
taught these-thingS.. The former involves theories

J ,
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of human behavior; the latter s concerned with theories
of communication, education, a 4 intervention (Knutson;l967)
-Planned change occursat-the interface'of these two sets
of, factors. "

/

, -

Learning theory usual is concerned witha process
that.involves pre-de fiped,goals toward which learners',
are guided. An exteriial value judgment is implicit as
to the desirability/of the learning goals.and the criteria
for success. PlAzined change is concerned, additionally,
with change that Otours without pre-defined goals,
for example.: c'!a4tors Other than knowledge and under -'
standing may lead to.rejection or acceptaribe of change,
suet' as, per-410_1ring an innovation as being inconsistent
with traditional ways of life, or accepting change ,

becaueeit,ls perceived as being approved by the members
of'onets group Thus, the broad context of influences
gen

il
weed'in interact,idnprocesses, as for example,

part cipation, decision-making, group dynamics, and, the
impact of social climate or social norms, are also
'invorved in the educationalprocess. .

..4

Planned cNange intervention concerns not only the
perceptions, needs, and actions of target individuals,
but a range of secondarytargets, such as the family,
small group's, community powerAtroups, policy decision-

.

-
palters, health agencies,--all the forces, external to
indiluals, that may facilitate or impede favorable
changes in health-related behavior among members of
the primary target group. The dev'elopment of'such
social supports, that are consistent in directioh,is
needed to stimulate andssustain favorable changes in
health-related behavior of 'individuals identified with
the-problem. Questions exemplary of this coric'ern are:

What combination and sequence of planned
change interventions are most effective for
strengthening people's perdeptions cg a
relationship betweeN3. prevalent health
problem and the seeking of medical. care?

What are the influences of different inter-
acting piatterrth of impersonal and interpersonal
sources,of information-on the stageS of adop-..
tion of a new-health practice by a population
grbup?

2168-
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What proportion of pedple and segments (If
a populatidn need to be educated ab out
environmental pollutiOn 'in order to i itiate

a natural diffusion of information leading
%to community action to prevent pollution?

I

Relatively enduring changes in behavior tend to
require Understanding, involvement, and commitment.
In fact, man appears reasonably skillful in resisting

' theefforts of others to change his 12ehavidr;,unless/.
he understands, consents, and participates in the
endeavor. To the extent that this obsetvation,is
valid, it is assumed that man, himself, is necessarily -
part of any planned behavioral change effort. He is,
in fact,-transacting with it. Given the assumption .

that behavioral change is anongoing, natural procps,-
Rlanned change is viewed as variables intervening
at one or more points in the flow of these unplanned
influences on health-related behavior. he natural
determinants of change in behavior,'both7internal and
external to man, have a transactional r lationship

0 with the intervention processes of plan ed change;
that is, each set of forces interact to modify the
other. For example, if planned change interventions',
regarding the value of smaller families are, in faCt,
integrated into the existing norms of a faftily's

reference group, the 'modified social norminfluences
family behavior. On the other hand, if a planned
intervention isdistorted or rejectedby the group,
the intervention itself is-nullified or modified.
In fact, it may stimulate resistance,by a group'
whose original posiIion was neutral. Thus,-pre-
dieting the conditions'necessary for change to occur
requires the understanding and ability to predict
the nature of the transactional relationship between
forces of natural, ongoing behavior and planned
change interventions, The following questions
exemplify this area of ingUiry:

What is the relationship between group
discussion and decision processes and °
carrying out a personal commitment to cease
smoking behaVior?

What natural determi9ants of.,behavior change
must be presentas predictors that ilnfor-.

0 mation alone is likely or unlikely to lead
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to a change'in health-rela t' e d behaviort

What is the relationship between the content
.of a planned intervention and 'the
group needs, a perceived by the group for
whom the change is intended?

The foregoing ft.amework for inquiryiis intended
as a way of looking at the field in a systematic way.
As phenomena of health-related behavior change are
Studied and gaps in existing knowledge are filled,'.
confirmation or denial of the assumptions made will
be posible The emergent theory will further clariy,
and' refine tte .core of concerns of:tYge discipline.

Relation to Other Disciplines

.c=. 7.

To some extenttall fields make use of concepts
from tiVi disciEtl.ineS&In an effortto gain a better
understanding of a 'problem undeAinvestigation. In
tact, research efforts mai. be'diminished if the'
knowledge .of other related disciplines isot readily
at hand. Findings from the field of inquiry in health
education need to be related to understandings from
other fields of investigation and at the same time
make a unique contriblition to the general pursuit of
knowledge 'about man and hi' entrironment%

,
1 0.

.

: The stu health- related behavior change
proceeds from trong ba ofkaowledge from the
behavioral and biological'scienceS. .All of these

neer/Ted with inquiry into human
didtinction canbe made, hOwever,

of inquiry in he
l
theducation and

iplinesy An antiropologist, for
heaacth-related behavior at a means

disciplines are c
.behavior. A usef
between the focus
that of other dis
eXamplee may stu
of understanding the cultural patterning of beliefs
about health., TWconcern is wiih'the investigation
of an-aspect of cultures not with the health outcomes

. of behavior nor th
change. The healt
concepts of cultu,t
be4ter ,understand t
people and the con
change in,that beha
Systems nor tulture

r-

proceagq6 of health-related behavior
educator, on-the other hande studies
ly sanctioned belief systems to
e health-related behavior of a
tions which may impede of facilitate
or, but he does not investigate belief
er se. The unique focus of health

eduCation is the stUdy%of man's behavior and behavioral
change in erms,of c nstquences or:OutcoMes-for.his
health.
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Relationships Among the Field of Inentiry,- Professional

Practice and Cdrriculv Design

,A AltholIgh the field of inquiry and professional
practice are not the same, both are formulations of
the same basic concerns. The purpose of inquiry is
not to effect change in health-related behavior, but I

o to understand its nature. The purpose of practice;
is to apply the itnowAge and understandings of health,
related behavior change to. change problems in a wide
range of settings such as scho4s, medical facilities, 44

neighborhoods, whole communities; legislative bodies,
and many others.

. -The concept\of a field of inquiry.and..a Unique

disciplinary focus in health education has several
implications. for curricular design. First, it'assumes
that there is a substantive core of .knowledge that is
health education. ,Second, it assumes'that there are
Aot different kinds of health 4cation such as school
health education or community health education, but,
rather,,that there_are differences in applit tions
of the body of knowledge to.change problems i
various settings., If these assumptions are.valid,
then it logically follows that there would not be
separatei,curricula-for schoolhealth education,
community health edation on public health education.
Indeed, thel.e. would be only heall education with a
core of courses on the substantive knoWledge of the

discipline for all health education students. Addi-
tional course offerifigs that focussed upon the applica-
tion of the body of health education knowledge to
change problems in particular settings, target groups
or problem areas would provide specialized knowledge
affd skills.in concert .with a student's career
interests and goals. There would-be 'no rational

.purpose to maintain separate accreditation.standards
for. programs of study labeled school health_seducatfOn

or commilnipy health education..or for programs located

inside or outside of schools of public health, There
would be a clearly defined discipline with which all
health educators could identify regardless of the
,settings in which they practice.

r A
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tWhat has become obvious to each of us, the longer we
_practice in health'education, is that it'frequently beco

f_ isolated and fragmented activity with'in agencies and 'along'

---agencies. Occasional jointly planned programs withinAagencies
can be seen, but' theyare few and far between. Interagency . .

cooperation on selected health'problems occurs once in a while;
alb multiple agency "collaboration in a concerted way over '''

-;eXtended periods o time is rare. Furthermore, as the President's'`;
Comtittee on Health' Education. has found, health eduCation.isliag-,
mented at all levels, with frequent dublications in delivery and
serious gaps in servides tdAecific groups.'

. . .0 =
.

' What should be,ciarified at the outset; is that the term
"delivery system" is somewhat of a misnomer in this paper. It

tends to imply a,one:--way system, like the :United IlarcelService .

-, which carriespackages and'drops them at the door. In truth, ,a
deliVery system for health care generally, ana health education
more specificilly,-must be a transactional=protess,or rseiies .-
ofinteractions. In such a syAtem, neels.are arrived at'and pro-
grams are planned through the joint determination of both consu-

1 mers and providers. For health educators at .least, use of'a
phrase sit-01 as "health education transactional system" would be
more,deicriptive terminology than "delivery,system," for its is ,

the transactional element that is Crucial.
. . -

,

As we witness. a pdriod of considerable resurgent interest
in health education - a renaissance, or perhaps-more dtcUrately,
a reformation - we are seeing ayeriod,af increased resource
allocation and ,a period of increased legitimation of the field.
Indeed, one_co4d pay health, education is an idea'whose time has
come atrlohilast. This ,"re-birth" in health education must be
a comprehensive one, and as such, it requires ttlat each of us re-
organize our thinking about how it should be provided, by whom .

and-under what conditions: It also challenges-Our profession to
,...-take a fresh and 'crit ook.at the comprehensiveness of our .

6

.. .

*
. .

.

Professor of Health. Education, School of Public Health, Univer-
sity of Michigan.
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profeseion and to recognize'a greatervwcessity to developi7
unifiedoorganizational_ppprOach-to"problets of the profession
itself, instead of the.fragmented one that exists currently.,
The-profession'mirrois the aelivery sxstem and vice_ versa 'at
the present time, and,both must-become increasingly comprehensive.

'.°

To be comprehensiye from the standpoint of peac icei 'health
education first of all must be planned aid carried ou using a
-gystems view of human behavior which recoghl.zes that there are
-almost always multiple cajises,0- behavior and' multiple inteiven-
dons required to change Thus, health education cannot be
plannedlreisolation'from otherchange strategies andtinterven-
.tion approaches. TO be comprehensive" from the standpOint of
.organizational arrangements, health education -must be Planned and
partied out among the major. providers- in society thathave eatab-
iished responsibilities for.thF health aAd education Of(the popu-'
lations. It,isgthe organizational dimension's of a comprehensive
health educatibn delivery system. that this paper will focus .01n,
since these dimensions may proyide directions forAew'regislatiOn,

e institutional arrangements, and the allocation'of resources.

DELIVERY SETTINGS

Health education.service5, as they are currently provided,
are based in a,multitude of _agencies and institutional arrange-
ments at loCali, state, and national levels. Each of these has a
unique history of voluntary or governmental sponsorship and pro-
gram developmenr,..and each by no means as health education as a
solitary objective. in.both the broad preventive and curative
aspects of medicine and public health, health education is a
component. whose relative worth has fluctuated like the stock
market. However, with increasing knowledge aboUt human behavior,
new findings and innovations in health care, and increasing consu-
mer demands for health services, the value and importance of
health has increased. Demands for health education services ,

nationwide appear to exceed the resources, particularly manpower
resources at all levels. How then may we design a delivery sys-
tem for health eduCationthat is comprehensiVe,. economical and
feasible? What are some of the requirements' and organizational
boundaries?

While it would be possible, perhaps even desirable, to re-.
Consider the delivery of health education services by-focusing
strictly on groups within the population (i.e. young children,
mothers, industrial workers, senior citizens; etc.) or on spe-
cifie,health problems overweight, drug addiction, venereal
disease, cancer, etc.) neither of these approaches . are practical
in their absolutes. - Rather' it is more feasible to look at current
delivery settings, where those institutions that have responsi-
bility for both population groups and health problems operate,
to determine bow they migh function more comprehensively.

-174-)
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4 I'The multitude and diversity of delivery settings for health

education'meke difficult any discussion of them individually,
but most`people could accept the following as at least four key

.categories:.
. ... . ,

1. educational institutions b- (i.e. public and privateschools,

% 7
colleges and universities)

2., health organizations - (i.e. voluntary health agencies,
health de.partments and other
officiaragencies)"

3. health care f cilities - hospitals; IDIO's, clinics,
embulatpry care caters)

4. media, organiations television and radio, news-
\Aiepers)

.

It i likely that businesq and industry could be added,
since employee health education has achieved increased importance
in recent years. For lack of space, however, I will eal nly
with the four delivery settings cited. .

EDUCATIONAL INSTITUTIONS

Every White House Conference on Child Health, starting with
the one convened by President Hoover in 1932, has called for
action on school health 'education. There has been at last one
major study or report On school health education every five years
since then that has recommended action, provided guicy.ines for
programs., suggested new healthbeducation curricula, or provided
new health teaching materials. Only in a few instances can pro-
gress be seen in terms of sound or innoivatiVe, compre sive
health teaching programs, In many schools, the quo has
been maintained, and in some schools, less is done than was'done
several years ago.

Obviously schools, as socializing institutions for-children
and youth, play.akey role in the development of a.health acti-
vated citizenry, No design of a comprehensive health education
delivery stenicen be made without inclusibn of the educational
institutions. ::Few.individuals,pprofessionals and laymen alike,
willddispute the argument that'when children and youth are Intro-
_liuced to knowledge of personal and community health practices at
an early age and guided(in. the processes ofmaking sound health
decisions with approptiate:social supRorts as they mature, they
are in a better positibn,as adults to maintain their health and
influence the health of4their families and communities.
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* If our educational institutions are'e44er going, to participate'
in a'comprehensive health' education daivery systeM, changes will
have to occur at each level of operation. within the settings.
From the administrative and layPolicy makers to'the curriculum
,supervisors and claasrooth teachers, attitudes must.be altered to
gain support for school.health-education that is still only on
the drawing'boards. It is tree that quality healthOucation is
expensive, but no more so than quality civics educe on, and'
likely less so than some other areas of the school curriculum.
'If the economic delivering` ealth education in tbOsschoola is
the/Crudial issue, then the message to taxpayers and'all.potential
con4nmers has not been made clear. -t

/.:.._
. /

. .

What the public is,unwilling to spe for preVention educa-.

. tion, it:ends up spending for-care and treatment. In other words,
what is not accomplished in the prevention of illness andthe
:promotion Of"wise health practices through early and continuing
health programming, is paid for at a later date and more expen-
dive rate, in the care and treatment of health conditions - a
sort of "fly sow pay later" view, it wouldseem.

Little progress is likely to be made.in improving school
health'education and expanding its scope until a broader view is
accepted bvonsumer. There needs to be more collaboration
between the'leadership in medicine and.public health and the
leadership in educational institutions to persuade the public and
the legislators who represent them that this is indeed the case.
This fransactional process must be begun to bring about the atti-.

7tudinal changes, fiscal support and sound legislation necessary
to make schools an integral part of a comprehensive health educa-
tion delivery system.

HEALTH ORGANIZATIONS
-

Government supported health agencies such as health depart-
ments, and voluntarily, supported health orgaiatizations such as
cancer societies and heart associations have in common primary
eduCational fOnctiOns to prevent disease and illness, to alext,
the public to community health probleaa, and to serve as. advocates
for the public's interest in research and the training of profes7
sional personnel. Such educationaIl'opportunities and responSibil-
ities-also place hpaltha.organizations in strategic positions in
the design of atcomprehensive health education delivery system.

t The financial. Costs and social burden to the natten of having-
a citizenry uninformed or unmotivated-to take appropriate health
actions has been staggering iihere estimates of costs have been"
'made. The need for,poblic health education is apparent to every-

4-gee concerned with the solution of health problems, and t is
e to find any community health organization that does not
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include it as a,bajor goal or program activity, whether or not
.

..'itis clearly re0ortV4 or.i,budgeted. '.

\

Recent nationwide public opinion polls have begun to .

documentthe need for more'effective educational programming by'
health era'anizatienii. Although people on the average believe
thzy..are mell'infcirmed'about health care, when asked questions
about specific illneSSgs, many- cannot answer correctly. Igno
rance exists about major killers in'the.United.6States to say
nothing of Other causes of merbidity and, mortality. From studies
d experience we know there are many indicators of needs for

m re effective health educatikp such asthe following:
4

r - Widespread. belief in self-treatment Yorqtrthritis and
rheumatism, unproven remedies-for cancet, and in non-.
prescription treqtments as cures for asthma, allergies
anddiab'eies.

dt..

,. . .,
-'Muchjiglayain-,seeking treatffent when symptoms of cancer

appear, or in:,securinghealth examinations in'the absence
of Oymptoms,'-which confirm further the probleme of
enc6uraging people to take preventive or therapeutic
actions On'tOir own behalf. .-- .

Ighprance among individualsconcerning the po6ible
presence of, hypertension add apathy among th6se who are
diagnosed and for whom treatment ilsetiated, since few
patients follow the treatment regi . 6

Inadequate use of readily available diagnostic services
for the detection of cervical cancer. Only one in four
women 20 years of age and over has a Pap smear,annually.

, Although most health organizations have some commitment,ta '

health education, their ability to,deliver it tospecified target
groups, particulaily those in low income areas, is frequently
limited. The pressures of sheernumbersncreated by urban'popula-
tions in particular, have meant"that health, edUcgtion services
ha#e reached only a 4nimal,number of individuals. Yet there
are often more services in urban areas than in rural areas. For
lack of sufficient numbers Of trained personnel and ,a full commit-
ment from most agencies to public health education, the quantity
'and availability of learning opportunities about health and health
iservices is limited. All available information suggests that the
beneficialies ofacommunitylralth education programs are few com-

.pored to thl total population.

That considerable ignorance, fear and apathy exist in the
population, and that morbidity and mortality figures for prevent-
able illnesses are higher than they should be, are rather clear
indicators that gaps of sizeable proportions in the delivery of
health education services_exist.

a ge8
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They may occur because the agency has a limited approach to
public:health education, relying, for example, soleXy on film
shmiings in community meetings,or the distribution:of literature.
They may occur because individuals tend to "tune,oUt" on programs
that are-too disease oriented. Gaps may occur because agency
'programs _do not reach specified audiences physically or psychol-
ogically at the problem is 'one of resource al,loeation and
interorg ikapional coordination: Official health:agencies, in
particular health department are now frequently'Underfended
which has led not only to programming difficulties, but also eo
staffing problems in the cbmpetitive'market for trained health
edue4tors. 'the. vOltintary AgencieS, 'fiewever, the problem is
more a matter of competition- for funds,"fragmentation,of health
education services brought about by specialized agericy interests,
and higher priorities for basic research in biomedical sciences,
than a shortage of resourcts.per se.:_Among some agencies that
dependon publi contributions there also seems to be a grefter
concearation allealth education services Aong those who contrtb2
ute funds or who might contribute/funqs. Some voiutAary agencies
have also applied a large. portion of their health ,education budgets
to public relations or fund raising campaigns in the 4staken)
belief they were doing health education..

.

c Among agencies supported through some typef united appeal
arrangement, there has frequently been a serious error made'in
coMbining.health -education and health information in single budget
categories; In some communities, health educarion'is viewed as
identical to-health information and given a lOW priority because
health'information is viewed by citizens' advisory boards as being
the method by which agencies "toot their own Morns." Fortunately,
there are some hopeful changes being made in this allocation'
procedure. ,In the Detroit United Fund, which 'is part of.the
Michigan United Fund, for example, and which is the largest such
united appeal organization in the country, health.education and
health information have been lumped together for many years in.one
line itemipr funding category andJormerly rated .fourth priority
on a four point,scale for allocation'of funds'. timtently, however
health education has, been separated from health information, with
health information remaining at a fourth priority On a four point
Scale, but with health education Moving to a0SecOnd priority, sur-
passed only by high priority dir5ct health care services to clientS

o

P

If health organftations,are to participate in a comprehensive
health education dorivery.9yEitem, interorganizational competition
fdr resources.tand visibility must be.moerated, not only for
essential collaboration in meeting commonly held objectives, but
also, for critical evaluation and application of the use ofexisting-
resources for more, carefully sel'ected services. Leadership within
the organizations mist belokersuaded to take a more comprehensive
view of health education ii the delivery of their educational
services is to be comprehensive in practice.
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HEALTH CARE FACILITIES,

. Health care facilities, once isolated.in their communities
ea -centers solely for repair and rehabiliatipn,Are now being
drawn int6 the mainstream of comprehensive hellt1 care that seeks
health education' of the patient and his faMily-for successful re-
cUperation and long term main enance-of optimal health.

o

'Studies of Compliance with medical regimens are not always
,comparable, but when they hreall viewed in ageneral way, it
'would appear that patients ao not comply with at least one-half
to two-thirds of the recommendations made their physicians.

_However, sufficient research has been done to indicate that
.,planned educational interventions have produced substantial re,-.
,Oudtionsin readmissions to hospitals for patients with congestive)
heart failure; reductions in use of emergency rooms for patients
with asthma; and reductions in broken appointments and increased
compliance and. self care with a variety of patients.' Patients
have been found to be more cooperative in the "takin4 i&f laboratory
tests when they are given the opportUnityjto learn about them.
Patients, too, Can be taken off administered' injections and 'placed
on-oral medications after they are given anopportunity to learn
the how, what, when, where and Why of self-care. With the docu-
mentation that now exists, practitioners-should be discussing and
advo,Fating the "educational management of paq.ents" as an,integral
part.of the medical management of patients in hospitals, clinics
and other health° care facilities.

., Sole important policy changes regarding the provision of
health education services in health care settings are now under-

, way. One of these is the statement on personal\anA commun4y
,

health education adopted by the American Hospital Association for
its 7,000 memb4 hospitals in May 1974. This policy statement
gives considetable impetus to hospitals to expand their health« t'

education programs so that they can reach.inpatients, outpatients,
hospital staff, and people'in the'community.

da:

Through several health education demonstration projects, the
American Association of tiiedical Clinics is also attempting to
stimulate the development of patient education services in private
group practices throughout its 290 member clinics that haVe 9000
physicians and serve 17 million patients. Perhaps more important;
however, are plans by third party pagers to provide for reimburse-'

. pent for patient education, which will provide the essential funds
to expand the needed health education services in hospitals and
to support personnel with educational skills within hospitals.

411

For several years-it has been increasingly apparent that the
patient's "right to know" would evolve into a-number of doctrines
that would have far reaching effects in the realm of medicolegal

p 73-79-
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jurisprudence. Within recent years; a burgeoning of court deci-
sions have been made dealing witk the topic The legal' dimensions
of patient education are of considerable importance as noted in
the Report kif the Secretary's CommissicWon Medical Malpractice
(1973) in which it was, found that there must be more effective
communication between physician and patient with special emphasis
on 5 full-discnssion'of diagnosis, prognosis, prOposed course of
treatment, complications and adverse results of treatment,since
these have the greatest potential for malpractice litigation. I'n

the Commissioh's recommendations, patient education is viewed as
an ea s tiarpr e for Ohe reductiOn of malpractice litigation.

In cases before the courts, a patient's actual prior compre-
hension or pre-treatMent understanding is being codsidered as A
Standard for judging malpractice" A. physician may .fully describe
the nature of a t'reatmen't, `but still be subject to liability
because,the patient did not understand the explanation. The
doctrine of informed consent may indeed evolve into (be doctrine
of the "right to understand."

As these judicial precedents become law, they are being
built into gurthgr legislati for health'care. As such, they
will require p-ractitianer and health care facilities to develop
careful programsofor t e teaching of patients 'and for determining
what, the patient has learned. The time is not too distant probably
when Professional Service Review OtianizatiOns may also include
-questions about health education for patieAts in evaluations of
guality of care, and it is likely that the faint Commission on
Accreditation of Hospitals will beginto,set standards in this
area. Such precedents will have major effects on the quality and
availability of health education services.

Alit terms of a comprehensive community health education\
deli,ny'system, it is clear that health care facilities *ill
carry-a substantially larger shake of the responsibility than they
have in the past. This is olccurring for legal reasons,jor econom-
ic reasons, and for'reasons.relating to the need to:link health'

.

care services and education of patiehts and'cbribumeTs more closely.-

A

MEDIA ORWIZATIONS

4 is hard to find any changes tha t have been great' in this
century than the changes in the field of mass communication.
Shaping of our symbolic environMent'by.the mass media has become
an enormous operation on the part of. the communications industry,

4

4government, and 'Business. It is time to ask how.that symbolic
environment being shaped to'support health practicei. °

.211
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At leaSt one study in a major metropolitan area which was
brought to the attention of the, President's Committee on Health
Education found that five percent of all tele'v'ision time was
allocated to transmitting inaccurate or misleading health informa-
tion: On the other hand, the great potentials and.promise of
television to support good health, illustrated by such accomplish-
ments as the many documentaries on health care and the 'forthcoming
series on health developed 1y The Children'slelevision Workshop
augur well for.the future.

0

From the staippoint of a comprehensive approach to health
education,At behooves professional health educators to find new
and collaborative ways to work with the media, particularly the
national media, and.eto bury once and for all the old cliche that .

"information is not education." The truth is that theris very
little education without information, and the problem is how to
plan' information programs,-thitSupport and reinforce educational
programs, and vice versa. Health educator's need increasingly "to
build toward comprehensiveness. It cannot be done without a re
cognition of the media orianizations,.and the usefulness of media
as an adjunct, to sound education programs.,

TdWARDS A COMPREHENSIVE HEALTH EDUCATION DELIVERY SYSTEM

In each of the, eliverY settings for health education just
described, It can be seen that each institution, agency 'or facill,ty-,
haS,a delivery system of its own,°functioning more or less loosely.
'The particular missions of each in relatiOn to'the broad, generally
accepted goals for national health, end the.individualcharacter-
istics of their institutional arrangements, make them not nearly
so'compatibleag collaborators ina-comprehensive health education
delivery system.as one might ideally hope. The element of compe-

.

tition elone,_not only between goals and priorities but also for
'funds and visibility, involves deeply seated attitudes and practices
that will be slow to change; including some in the health education
profession itself.

.'

... _
/ComOrehensiv*ss, in and of itself, asa systems goal, needs.

0
r,o

some further definitton if it is to 'be viable. Certainly it mUst
allovior diversity o responsibility and funetion, for differential
acceStto resources a dhealth education manpower,, and for consumer
participation to name'but a few elements. NAt if it is to be
realized,certain transactional processes oust he developed and
implemented by the leadershiewithin each of the teiivery set-tihgs,
through some .collaborative mechanismsand joint.communication. I

would suggegi that 4t least eight processes be considered as'.fol
w ° '!.

. -
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(1) 'Processes by .which a contihuous and adequate flow
of data necessary for planning health education
ruches add is utilized by all thoge concerded with
management and delivery of health education servicPs.

(Z) Processes by which consumer or. lay input into.--

(3)

planning andapprai;sal of quality is kept viable
and'productive Otra Continuildg basis.

Processed by which direct health education pagtActs
are made with consumers or ciient groups of all
ages and socialgrodpings on a systematic basiv:

,(4) Processes by which quality-control of services,.;
is maintained thrOUgh effefive'revieW and evaluition.

(5). Processes by which needed hJlth educattion, manpower
. at. all levels.is recruited, trained, placed,'ade=

quately supervised and upgraded in terms of teChni==
.

Cal competence.

(6)

. , t.

Processes by WhiCh coordinated and inter9rganiza-
tionaiolanning.and program execution calk occur ed.
verticaLand horizontal planes.

(7) 'Processes by which 4aalth educationplanningcanhe
linked appropriately tO 'on!..soin planning:in each
delivery setingand to the hea th and social. planning
mechanisms On regional, state,, d national levels.

P

X8) Processes by which collaboration among all concerned
organ3zations and institutional arrangements can be
maximized.

Given these processes as among the minimal require ments of a
comprehensive health education delivery system, it would, seem
possibfe tostructure the delivery of services within eacn state

A

in'a three level arrangement. At the, first level would be the*
service delivery area (e.g. city, 'county,. or some smaller unit);
at the second0'a regional coordination and service center
multiple counties or districts); and at the thiia, a state center
foi polity development, manpower planning, and research and devel-
opMent. To foster communication ankcollabOtation'among the states
would be a national center, either' governmental or private - or
combination, of both, such as the National Center for Health Educa-
tion recommended by the the President's Committee on Health Educa-
tion, responsible for developing standards, stimulating new devel.'.

opments, and maximizing national resources such am the mass media.f
A useful modelAs.curredtly reptednetedby COmprehensive'Health
Planning with its "h" and "B" levels and a national level policy
operation. The system, however, must include "on line" health
educatiod'services to people noematter.where they are in schools,
the community at large, or health care ,facilities.. In needs to
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Operate in a very decentralized and independent way at the local'
level to meet local needs, but have.resources and technical back-
stopping expertise available on a regional basis. It needs to
have within it some incentives.fdr cooperation and interorganiza-

.
tional programming and must halresope clout for assuring accot

.

t-
.

Obviously some kind of legistative commitment andlunding of
foundation support would be'necessary to get such,a design off. the
drawing, boards. Responsibility for initiating the' transactional
processes and designing the system at the local level might be
given to'a health education consortium or council ampbsed of re-
presentatives from the various local delivery settings. At the
next-level, I would se& a regional health"education council; that
might be organized within the context of 'the COlprehensive°11Salth
Planning'structurea or within other tegional arrangeme.nt& for human
setVices. It, t6o, would need funds allocatee it toio pass on to

6

. local communities, and to utilize for'regional developments in
.

healtheducatiod. Tax incentives for husineis and industry to co-
I.-operate shgulebe considered. AllocatiOn of funds to local commu-
nities,could be based somdwfiat on the concept of certification of
need,' and shouldle followed up with some test of accountability.
Local communities would not have to participate, buty the resources
were subStantial-enough; and if some 'of the funds currently channeled
.to.lOaal.communities were-channeled throughoi regional health educe-
tidn council, thre would'be motivation'to move in this way.
tive's need 'to be built in that will encourage the voluntary.and
privatesectorstb get involved in the local health education coasor-
tia, and pro6edures would beneeded to give those groupsa voice'
the regional health education council.

Top.level policy development and planning, research, manpower
.development, and the broad issues would-be left to state and., national
centers with authorityoto-cut across organizational lines among state.
level health, welfay..4r, and education agencies and with capability
'of involving the pfivate and voluntary sectors.

If there is a sound base of governmental, voluntary and private
involvement at rational and state levels, the tfansactional processes
will be enhanced at regional and local levels. I "donotlthink cp-
ordinattion happens"by chance, nor will it happen through coordinating.
councils that have, no resources and no clout when it_comes to mevl.ew
and accountability. A comprehensive health education-system needs
support from Congress-and State legislatures to propOse,and support
enabling legislation and to allocate funds. -Such a stem must be .4=

one, also that strengthensthe key universities which would serve as
manpower suppliers for the system.
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As important as the processes and structure for a comprehensive
health. education deliVery system, however, is a commitment to health
edu6ation ands:devel.Opment of trust among the potential partner's.
Without commitment and trust, ncidesigh for'interorganizational

...arrangements canA)e drawnrand,the opportunity to obtain the benefits-,
of a comprehensiVe syStem will. be-lost.

AnnArbof Michigaiv,

'July 15, 1974

e .
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THE POTENTIAL OF ClaMPARATIVE ANALYSIS FOR HEALTH EDUCATION

RE$EARthi a6MpATIBILITY WITH PRACTICE

Patricia -Dolan Mullen and Richard Reynoldq,_,

Are there strong links among theory", research, and practice .in
community health educatioq- Most rfracticdng health,edubators and
students in health education would orobablY.reply'in the-negative.
With the maturation of our profession, the state of-W.1e existing
theory and appropriateness of usual research methods /or tile needs
of thePpractitionet have been questioned. This ,paper addresses.
these issu4from the standpoint of a qualitative-research method
whichpis concerned with discoVering basic social, processes of
human interaction

I. THE PROBLEM

In the past- health educatidn,has reliedprimarily upon-behavioral
and othersocial sciences'(and upon related fieldb such as social
work and a4ult education) for its priciples and theOries: The wis-
dom of this eclecticism is not ,di puted. However,,in recent years
ther has been a movement toward ntegration:, refinement, and
adap tion of these "imported" theories into a conceptual scheme '

of wh tiednstitutes health education.

Beryl Roberts (1960) spoke directly to this issue of theoretical
plbralis.m and the need for health education research. Inoher 1959
presidential address to the Society for Public Heath Education,
she said: . 9

We have been neither consi tent nor concerted in efforts

1.1.m

to conceptua ize`the basis of our practice,'to Synthesize
available kn ledge, to doc ent and study our .experience,
or to order t e research carried on bY our professional
colleagues; and by basic scientists or those interested in
our field (p. 21). %

4
Those who identify_ the social sciences as the roots of
health education have been prone to lean too heavily upon
them. We have expected social scientists to do too much
for us; indeed, it has often appeared that we expectedt

=them to identify the knowledge upon which we can base
our practice (x.23).

And later, in a report for the World Health 04inization / on research .
needs in health education she noted that discriminatingselection of
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knowledge from other fiel ds andeven systematizing that knowledge-, .,
is not enough: "a-profession must establish'itS own concepts and 11r,',-Ar-..

.

principles and conauct research to'augment and refine its body of.
knotledge" (1968:9). ,-

't .
4

0
.

* .

The tavoreA modes of research in health eduOation have tended to t
, be deductive,-hypothess-testing, and statistical or,ekperimental.

'10

Infrequevibly, descriptive methods from. anthropology have been used
...' The ,r4stltg of these appmeohes have often been ,less than frnitful"

\, fOr'hetath educati6n practicesfor,fte folloving reasons:

-N-the variabies have provided little leverage for inter
vention A(e.g., the usual demographic chaiacteristiCs)
or because relevant variables have beer emasculated by
their being "operationaliZed;"1

- 7the'focusihas been dictated by theoretical rather t}an
empirical concerns; 4

- -they 'describe rather thanobnceptualize and specify
propositions among the Cdotepts; \

- Lthey are generally static,2'that is, they describe con-
ditions or situations rather than'processes.

Derryberry (1963' questioned the focus and methods o
tion research. He asked,'

Have we focused too much on the measurement Of health
information?...Have our studies concentrated on the
status of attitudes more than change?...Have we con-
cerned ourselves with the "easy to measure" aspect Of
the problem :CIO the neglect of the,more important
elemenis..How much research have we focused on the
dynamics of health habit formation..4(p.217)

Although he identified keys,for unlocking some of the ,information
that practitioners need to know- -the dynamics of_change the
"hard-t9rmeasure" aspects of complex problems-7he did not go so
far as to question the basic research.trategiets

Hochbaum (1965) delved more deeplykinto the methodological orien-
tation of health education research. "We in the field of health
and educational research have been infected by our brethren, in the
physical sciences with the adoration of piecise numbers and' with
quantitative methods in general" (p. 144). He felt that applied
research had been confused with "S"cientifip" research, and he

er,`,/ -186-
...

111

00,



enumerated the arguments for "meaningful" data analysis and for
the applicability of the results to be the ultimate aim of (applied)
health education research:

1. In most research aimed at the improvement of health
education, the meaning and interpretation of data..
are more crucial than...statistical sophisticStion...

2. The value of research methods depends entirely on the
degree to which they allow the accumulation of data
in which we can have confidence, whose meaning we can
interpret correctly, and from which we can deduce equally
meaningful and.gractically applicable implications for
the solution of the problem studied;

3. We must accept the need to compromise and to find a
...Valance between the rquirements of sound scientific
research and what is possible in a given research
situation; but we must think carefully about the effects
of this compromise, even consider the possibility that
the problem 5.% not researChable Inow] (p.145Y.

Of course, concern for the utilization of research in action pro-
gramming is not a problem of health education only. (For example,
see Zetterberg 1962; Suchman 1963; Rogers 1967; and more recently,
Khan and Reynolds 1973.) The questions raised by diochbaum andothers
are part of a long-standing debate about 'applied" versus "basic"
research. Our purpose here, however, is no.-,t to review the arguments
nor to perpetuate the dichotomy.

II. AN ALTERNATIVE STRATEGY FOR HEALTH EDUCATION4'

This paper iptroduces a research strategy to.health education which,
in our view, promises to aid us ma h the problems of integration and
extension of theory, to contribute our practice by focusing upon
processes of human interaction and iden ifying relevant, behavioral
Variables, and to do greater justice to those whom we wish tb study °
by eschewing a pre-6onceivedtheoretical framework and allowing
their "story" to emerge from their statements.

Comparative analysis is a general sociological/anthropological
..-method of research involving the systematic choiCe and study of

several comparison groups which'Can'be social units Of'any size--
from people and their roles to groups, prograrA, institution,
nations,, or world regions. The general notion, developed by
Weber, Durkheim, Mannheim, and social anthropologists, has been
advanced methodologically by Glaser and Strauss through the

-187- 219
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approach which they call the "discovery of grounded theory." It is
this refinement of comparative that we wish to present to
researchers in health education.

Comparative analysis is an inductive, hypothesis - seeking{ strategy
for generating' plausible, "middle-range" substantiVe and formal
theory. By "middle- range " - Glaser and Strauss (1967) mean that
such theories "fall between the 'minor working hypotheses' of every-,
day life and the 'all-inclusive' grand theories" (pp. 32-33).5 Com-
parative analysis especially lends itself to lbat Iloberts saw as aC
an alternative to the "basic-applied" distinction in research- -what
Merton (1959) termed "double relevance," referring tp,dual results'
for "practical use" and"systematic knowledge" (p. 21).

The grounded theory approach identifies processes, successions,
transitiOns,'and other dynamics of human action. The analysis
traces social processes--identifying their dimensions and charac-
teristics and the conditions wi h which they vary. Briefly, there
are two sub-types of social pr esses:

--structural processes such as "bureaucratization" and
"routinization;"

--social-psychological processes exemplified "becoming,"
"soliciting," "health-optimizing," and "passing."

"Basic social processes" are those which account for or explain
most of the variation in behavior within the unit(s) of social
life under investigation. For instance, Gerson (1974) found that
re-normalizing" is the basic social (psychological) process for:

people'who have successfully undergone a kidney transplantation,
and Charmaz (forthcoMing) identified "shouldering the burden" among
family members of the chronically ill. Comparative analysis,
then, is the social psychology,of gerunds rather than nouns.

The procedures of thiS method are systematic and providefor con-
stant verification off' the hypotheses and propositions it generates
in the empirical world. ChrOnologioally, these operations are un-

`-like the linear models used to test or verify hypotheses: data
gathering, analysis, and integration go on simultaneously, although
their mix at any one time differs over the course of a study.
Bearing this in mind, we shall say a little about each of the over-
lapping steps which lead to the generation of a substantive
grounded theory. (We have chosen to concentrate on theory for
substantive area, since this is the first step to formal theory-
making and is extremely useful itself.)

22O
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After some of the data are gathered (e.g., ten to 'fifteen in-depth
interviews), first level analysis begins. Each datum is inspected
by asking, "of what concept is this'an indictor? ". This process,
open coding, inductively generates.categories and their characterib-
tics from indicators--actual episodes, Afinitions, and meanings
from the data. These codes are flexible, and they are not mutually
exclusive. .Since indicators are not necessarily unidimemlional;
each is coded into as many categories as possible.

Substantive categories or codes ane of tuo kinds: (a) those which
are taken-4rom the language of the people who were interviewed--in
vivo words such as "budgeting oneselii", "convincing", and "bearing

4 -the uncertainty"; and (b) those'implicit, taken-forganted codes
suchas "social loss" and "conditional dependence" which are con-
structed by the researcher along the lines: of his discipline or
carefully borrowed from existing work. Substantivepcodes usuafly
contain vivid imagery, and they tend to be the behaviors or processes
to be explained.

During open coding the analyst tonstantly aim/pares indicators to
other indicators and the new indicators to concepts (codes) as they
emerge. Thus, by the grounded theory approach, dimensions of categ-
ories come from the data as opposed to being logically-deduced or
forced from previous theory. These emergent distinctions make the
euncepts rich and sensitiv' in explanatory powe,e.

The questions raised during the early stages of this process'are:

. What is this study about conceptually?

2. What ie actually going on in the human interaction?

3 What are the major social psychological problems here?

,61

4. What -accounts for the answers to questions /12 and A3?

5. What are the basic social processes operating?

These ways tinto",the data ant the careful development of categories
and their,emerging interrelationships begin to revea1.a core-analy-
tical framework. Thus, open coding's "fracturing the story" begins
the conceptual'reorganizationof descriptive material.

I

Constant coding and analyzing in memoranda writen about the
categories and their interaction delimit the developing theory
to a more parsimonious set of concepts: Theoretical codes inter-

rr
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relate and organize the substantive codes. 'Qne student of the
grounded theory approach commented about this process:

As I. worked with the memo's and read and re-read.the data,
it became apparent that many of the' substantive codes were
not separate categories, but rather facets, dimensions,
conditions, ptrategies, and consegliences of fewer higher
level concepts (Wilson 191).

(Among the many groups otf theoretic.1 codes are causes, contexts,
contingencies, consequences, covariances, s.nd conditions.)

As more data'are collectbd on the concepts, the coding guide becomes,
1) what property of.:.2)what,-category of...3) what part of...the
emerging theory,does this Incident in the data indicate? The analyt-
ical memoranda which are continually being prdduced from the coding,
in turn point to directions for further data collection--either
questions for new interviews or comparative groups otosubgroups
which should be sampled. The conceptual categories,, therefore,
introduce a new point of view and make potsible certain deductions
leading to further data collection--theoretical sampling. This is
the data collection procesein which the researcher "jointly collects,
codes, and analyzes his data and decides what data to collect next
.and where to find them, in order to develop his theory as it emerges"
(Glaser and-Strauss 1967:45) .

441iThe idea of theoretical sampling is difficult to grasp.for those of
whose background, training; and expertise are in research

strategies'which aim to test hypotheses, measure the magnitude of
relationships, and yield frequency distributions. Theoretical sampling
has other purposes. The researcher using this approach looks for
variation, for situations which provide new properties of the processes--
based on the substantive and theoretical concepts and their incipient
relationships To quote Wilson11974) again,

sought Vo discover multiple and varied relationships
between and among concepts rather than attempting to
prove a linear causal hypothesis between two. Such an
approach is designed to yield "molecular" rather than,
linear theoreticalEmodels.

'Glaser has summarized several important points in n lecture on the
° differences between the two sampling sti-ategiet:

. 4

222
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Theorectical Sampling

Purpose: To discover concepts, hypot-
heses, and their inter.rela-0
tionships, i.e., theory; the
magnitude of the relation-
ships may be, but is not
necessarily, part of the .

hypotheses.

Adequacy: Judged upon how wisely and
4 diversely the analyst has

chosen his groups for
"saturating" categories
according to the type of
theory--formal or sub-
stantive--he wished to
develop. Inadequate
sampling is characterized
by a theory that is thin
and not, well in egrated
-and by many obv ous, un-
explained excep ions.

Closure: Must be learned. 'Data col- Must continue with data col-
lection for a'grounded theory lection until the predeter-/
study stops when new categ- mined sample size is achieved.
ories and their related as-
pects stop appeiring in the
data.

1

o

Statistical Sampling

Ta obtain accurate evidence
on distributions'of people
among categories to bG used
in descriptions or verifica-
tions.

Judgment is based upon tech-
niques of random and strat-
ified sampling used in rela-
tion td the social structure
of a group or' groups sampled.

.0

The aim of grounded theory is not complete coverage in a descriptive,
logico-deductive, or scholarly sense- -its goal is theoretich com-
pleteness, that is, the explanation of a social phenomenon in relevant
terms.

, . .

Because oetp°different objectives of the grounded theory approach,
Glaser'ind St suss (1967) argue,that the prindiples of "rigorous"
quantitative verification in e.g., reliability, validity, sampling;
coding, frequency.sdistributions, formation of concepts, 'and cons
truction of hypotheses, are inappropriate for judging its
credibility: .

We,have suggested that crit ria of judgment be based
, . .

4
J

instead on the
, coding, analy4ng, and presenting

detailed elements of the actual strategies
dsed for ollecting

5
d.Nta when generating theory, and on the way in which people
read the theory (p. 224). -

223
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The criteria they recommend, therefore, relate both to the properties
of the theory itself and to the presentatfon of Ihe evidence for con-
clusions and the operations by which the evidence has bean assessed.
The most ialPortant attributes of a credible- grounded theory are care-
fully speied integration the categories, the A-tatelaofthe k'
theoreticaltframework, density (thpt is, development of the properties
and conditions of the dimensions of the theory through multiple cora,

parisons), and the relative absenceioP.unexplained'exceptions in
-accounting for the major variation in a basic social process.

4
ly

III. POTENTIAL CONTRIBUTIONS OF COMPARATIVE ANALYSIS

TO HEALTH EDUCATION'
-

"Theory- building':: Selectioa and integration of social science theory
cr

There are' several ways. of 'Working with existing theory,. One is.con-
frontation, in which a new theory` supplants an old one (this is not
necessarily done on the merits of the new qr old theory, however),
and a S-econd is synthesis, exehplified by work such as Roberts' (1960)
.on decision-making. Both are useful `cold have their place in social
Science and in community health education practice. Grounded theory
offers a third alternative- -that of transcending or bringing parts
of other theories into a new, overriding theory. .Using ancredible .w
substantive grounded theory as a bridgedpetweethe data and formal
theory largely prevents the distortion, forcing, and neglect of data
by a formal theory. The analyst is in a better position to judge the
usefulness of existing theoiies.

In Mullen's current study of people who,ha had hurt attacks, an
important condition is that of having an invisible physical handicap,
This has led to exploration of the deviance literature work.on
situations in which people Wish-to disguise or mute an aspect of
themselves that is socially stigmatized, that is, to "pass". One
comes upon articles such as F. Davis! "Deviance. Disavowal: The
Management of Stritued Interaction by the. Visibly Handicapped" (1964),
which help to conceptualize aspects of one's own data and which then
yield ideas Ar further literature searches- -e.g., on the social-
psychological consequences flowing from successfully passing and on,
selective revealmentand further data collection to ascertain. the
relevance of the'new ideas in, the group(a) being-studied.

Comparative analysis ;could be helpful in another impqrtant aspect
of building theOry'for health education--in the realm of practice
theory; for example, the process of community. organization within
various institutional settings building interagency relationships,

Cril:T)r
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informally educating admini9trators and colleagues, arid facilitating
interdisciplinary coopgra4on. It would seem that further develop- '

went of the theories dirour' practice would be-a-significant contri-
bution to teaching, to the practitioner, and to the profession as
a'whole.

4

.

Thus, we see twot.dvantages of this approach: it tnables the resdar-
cher to make informed or lgrouned" deeisions about therelevance and
it of existing edbial science concepts and theories and to integrate

them at a higher conceptual level- And, its focus upon processes,
thel4 stages and consequences and the.ways in which the processes
are affected by various structural and other conditions; makes it a
good candidate for producing the theories of health education
tice which are needed by the'profession.'

Applicability/

The presentation and the nature of .a ground theory are such that it
does riot require an interpreter between the researcher and the
pre4ctitiorier; the practitionet can read. it, relate it to his own ex-
perience,-and apply it. Glaser and Strauss (1967) point out four
interrelated properties of a grounded theory requisite for its-Suc-

__J eessful application:

The first...is'that the theory must closely fit the sub-'
stantiie area in which-it will be used. Second, it must
be readily understandable by,AyMen concerned with this
'area. Third, it must be sufltSiently general to be appli-

, cable to a multitude of diverse daily situations within
the substantive area, not to.just a specific type,of situ-
ation.' Fourth, it.mustallow the user partial control
over the structure and prodess of daily situations as
they change through time (p.237)

These criteria for application are rarely met by a deduced theory,
since the data typicallyare'forCed into preconceived categdries,.
and whatever cannot be fitted in is ignored._

1

-An example of the understandability of a good grounded' theory conies.
. froth Glaber and'Strauss' (1965) study of terminal care: They later

note (1967) that their
, .

..-:categoriqs of "death expectations", "nothing more to do",
"lingering", and ':social loss" desigrtate general properties
of dying patients that unquestionably are vividly sensi-
tizing or'meaningful to hospital personnel (pp. 240-241).
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To meet tile generality criteric4
.

it i's more desirable to "accumulate'
a vast number'of diverse qualitative 'facts' on many different situ-
ations in the area" Glaser and Strauss 1967:2W than to use rigorous
methodsAo produce prec,ise, quantitatively validated data on which

/ to base the theory, since such "facts" change quickly and basic re- ,

search methods yield relatively few general .concepts.
D.

t

-

.
.

.-'By control" these two authocs
.

have.in mind that the person applying
the theory

-,

I. ...must.be enabled to understand and analyze ongoing
situational realities, to produce and predict change in
them, and to predict and control consequences ,both for
the object of change and for other parts of the total
situation that will be affected. As changes odcur.b his.
theory must allow him to be flexible in revising his .

,, tactics of application and 'in revising the .theory if.
.. ecessary.(Glaser and Strauss 1967:245).

An example of a controlling variable (N.V. the difference between
this and a variable such as "socioeconomic status") from the study.
of dying (1965) is the "awareness context" or the total situation
of who knows what about the patient's oncoming death. This is a
controllable variable, since it can be (and literally-is) managed
by the practitioners involved with people's dying.

From the standpoint of practice we are more interested in the types,
range, magnitude, and conditipns of occurrence than the freplency:
Frequency, as it is commonly construed, is useful in estimating 0'

probabilities. However, since "normal" circumstances (the setting
in which a health ed4cator may wOrk,,Tor example) do not usually
conformito normal'curves; it is. the conceptual rather than the
statistical understanding which is useful in giving the practitioner
control over the daily realities of his work and allowing him to
predict the likely results of his actions- i

One further point to emphasize is that a grounded theory has
"practice validity ". It is subject to verification by"those whP,
are immersed in theempirical world, and it can be modified through
the experiences gained in applying it.

° Process versus unit analysis
47

Processes are the life of health education. Comparative analyals
is a process oriented research method'which meets.Blumer's (1969b)

,specifications for a strategy which would ;'trace the lines of

P *
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informally educating administrators and colleagues, and facilitating
interdisciplinary cooperation. .t would seem that fui-ther develop-

ment of the theories of our practice would be a significant contri-
bution to teaching, to te practitioner, end to the profhsion as
a whole.

Thus:, we see two advantages eithis approach: it enables the resear-
chero make infbrmed or "grounded" decisions about the relevance and
fit of existing social science concepts and-theoriesiand to integrate
them at a higher conceptual ldvel. And, its focus upon processes,
their stages and conseqUences and the ways in which the processes -

. are offedted by various structural and other conditions, makes IA a.
, good candidate fbr producing the theories of health edlicatio4 prac-

tice which are needed by the Profession.

Applicability

The presentation anethe nature of a ground theory are such that it
does noqufre 'an interpreter between the researcher andthe
practitioner; the practitioner can read it, relate it to his own ex-

and apply it. Glaser and Strauss (1967) point out four
interrelated properties af a grounded theory requisite for its suc-
cessful application: °

ThgAYirst...is that theory must closely fit the sub-
stantive.area it which it will be used.'_pecond, it must
be readily understandable by laymen conceimed with this
area. 'Third, it must be aufficiently general to be appli-
cable to a baultitude of diverse daily situations within
the substantive area, not to just a specific type of situ-
ation. Fourth, it must allow the user partial control'

' ^aver the structure and process of daily situations as
they change through time (p.237).

These criteria for application are rarely met by a deduced theory,
since the data typically are forced\into:preconceived categories,
and Whatever cannot be fitted in is ignored.

An example of the understandability of a good grounded theory comes
. from Glaser and Strauss' (1965) study of terminal cafe. They later
note (1967) that their

..categories of "death expectations", "nothing more to do";
"lingering",'and "social loss" designate general properties
of dying patients that unquestionably are vividly sensi-
tizing or meaningful to hospital personnel (pp. 240-241).
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TO meet the generality criterion it is more desirable to-I:accukulate
a vast number of diverse qualitative. 'facts' on many different situ- :
.ations in the are70rdier and Strauss 1967:213) than to use rigorous
methods to,proauce precise, quantitatively validated data on .which
to base the theory, since such "facts" change quickly and basic re-
search methods yield relatively few general concepts.'

By "control" these two authors have in mind that the person applying
the theory

...Must be enabled to understand and analyze ongoing
situational realities, to produce and predict change i4
them, and to predict and control consequences bothfor
the object of change and for other parts of the total

*situation that will be affected. As changes occur, his
theory must allow him to ,be flexible in revising his

c tactics of 'application and in revising the theory if
necessary.(Glaser and Strauss 1967:245).

An example of a controlling variable (N.B. the difference between
this and a variable such as "socioe.66riomic status") from the study
of dying (1965) is the "awareness context",or the total situation
of who knows what about the patient's oncoming death. This is a
controllable variable, since it can be (and literally is) managed
by the,practitioners involved with people's dying.

From the standpoint of practice we are more interested its the types,
range, magnitude, and conditions of occurrence than the frequency
Frequency, as it is commonly construed, is useful in estimating
probabilities. However, since "normal" circumstances (the setting
in which a health educator may work, for example) do not usually
conform to normal curves, Lt _is the conceptual rather than the
statistical-understanding'which is useful kri giving-the' practitioner
control over the daily realities of his work and allowing him to
predict the likely results of his actions.

One further point to emphasize is that a grounded theory has°
"practice validity". It is 'subject to verification by those who
aVe immersed in the empirical_world, and it can be modified through
the experiences gained in applying it.

Process versus unit analysis

Processes are the life-of health education. Comparative analysis
is a process oriented research method which wets Blumer's (1969b)
specifications for a strategy which,would "trace the lines of
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defining experience through which ways4of 1 ing, patterns of re4--.
tions, and social forms are developed, rather than to relate thOsw:

.
formations to a set ofrselected items: (pp. .138-139), -

Roberts (1968) pointed out two general loci of important work to be
done in health education research: intra- and extra-mural processes.
The latter is widely recognized as a domain of health education;

. that is, reaching out from the agency to people. The former, intra-
mural processes, arealso of high priority, however.

Health education,is also fundamental 'In the processes which
are carried on within an organization..:.planning;.temyork;
co-ordination...administration; training; supervisionfcon-
sultation; evaluationall these processes enter into the
development and implementation, of programmes and must
engage an organization and its Staff (p.,3).,

Our present research strategies are of limited help in increasing,
our understanding of processes in the, substantive areas with which';,
hearth education is concerned because they are unit-focused. By this
we mean the analysis of social units such as those mentioned above
(men and their roles, institutions, etc.) as well as other conven-
tional examples--race, sex, socioeconomic status, and age cohorts.
These analxses tend to be bound to finite times, places, and people,
'and .as' such,'are quickly outdated. Studies of the beliefs, attitudes,
and practice visa vis family planning and other,,health concerns
provide baselines for pre- and post -test evaluations, and they offer
suggestions for program vdeveIgpment.

However, in contrast, the grounded theory approach uses social units
to study the movement of social life through time. Rather than
one or two snapshots, we a motion picture. Social processes have
greater generality because they transcend specific identities of
particular units:° the unit only provides the social conditions
under which the process varies.?

6:0

Level of- analysis

-Choosing the level of analysis for the study of a social problem
area is highly consequential in terms of the solution(s) chosen to
ameliorate or eliminate the problem. One view of research recognizes
three levels: (1) rates (descriptive, verificational, and distri-
butive), and (2) modal patterns of behavior, and (1) personal patterns.
While it is undoubtedly clear that comparative analysis is not con-
cerned with rates, we feel it necessary to stress that the goal is
explaining modal patterns of behavior, not personal patterns.

195
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Concern with the latter is common in the literature of deviancy,
illness behavior, and mental health. Such Work accounts for personal
patterns wIth personal biographies, i.e., in terms of 'individual
psychology and personality.,Another way personal patterns can be
described is as dispositions. Lofland (1971) summarizes this con-
cept:

DiSpositionalist accounts call upon pre-existing, special
proclivities of persons incaccounting for their present
actions...Such disposition or affinity may be phrased in
terms of Tersonality, other biographical conceptions;
cultural training, social class, and so forth. Despite
variation in relative emphasis upon personal or social
*actors (e.g., personality as opposed to culture), the
invocation of tempbrally and geographically remote or dif-'
fused variables equally amounts-to a dispositionalist

a causal account (pp. 66-67).

Grounded theory emphasizes the social psychological level in which
situational Tatterns account for, patterns. These are, patterns of
people, abstracted from personal identities. 'In this way, an ans-
wer to the question, "Why do juveniles steal 'hi fi' sets?" is
"because they are easto pawn". (Why a particular boy steals a
"hi fi" set is not explained.) In typing behaviors we leave our
actor a free agent who can walksin and out of the process. The
person is not typed one-dimensionally. He is nota deviant-T..
rather, he is someone who engages in deviating. This counteracts'
the tendency of agencies° of social control (juvenile courts, schools,
and health departments, for example) to Bush him into,the role/label
of "deviant".

To carry forward Loflaad's categories, modal pattern explanat
. emphasize situations. Such an explanation is illustrated by

Whyte's (1948) account of'why waitresses cry. He does not discuss
these women/a personality traits. Instead, he focuses upon the
organization of their work which often subjects them to upsetting
cross-pressures. The orders from superiors, "orders" from impatient
and demanding customers, and even requests from co-workers sometimes
build up to a point at which a waitress will break down and cry.

In typing behaviors, in focusing the analysis upon modal'as opposed
to personal patterns, we are more faithful to the humanistic view
of°man which characterizes health education. _

tl

196

t1



.att

These points relate closely with what we have to'say in the next
section about the definition Of, the "problem" by a researcher using
the grounded theory approach. Both discussions eMphasize that
explanations of behavior patterns fruitfully can be seed as prob-
lems with which the individual is coping and not as inherent within

' him.

N,

Problem definition

In using the grounded theory approach the "problem" is. allowed to
Emerge from the data and is- hus defined by the actors in_the.situ-
ation. This is consistent with the philosophy of health education,
but certain of our'established research strategies force pre-structured
questions and interview schedules upon people without asking them
how they ddfine their situatfons.(and problems). We sometimes find
ourseiveg representing established intereststin trying'to change the
'wrong people, as Ryan so cogently pointed out in Blaming the Victim
(1972). He described a research and program planning formula with
which we are all familiar, but his perspective certainly, challengesus:'

..First, identify a social problem. Second,study those
affected by the problem and discover in what ways they are
different from the rest of us as a consequence of deprivation.
and injustice. Thil.d, define the differences as the cause 4

% of the social problem itself. Finally, of course, assign a
government bureaucrat to invent a hUmanitarian action prog-
ram to correct the differences ('p. 8).

We think that Glaser and Strauss' strategy makes it much less likely
',that the researcher will "blame the victim" or recommend solutions

which aim "to change only the patient, the "hard 'to reach", or others,/
who pose problems to us as health professionals. Several impressive
studies, by researchers using this method (See Quint 1969, Davis 1973,
Reif 1973, and Charmaz 1973) bear out what Reif (forthcoming) has
said: A

[This] mode of analysis which focuses on the core social /'
psychological problems of those who are chronically ill
has greater explanatory poweraccounts for more of what
goes on behaviorallythan approaches which view the medical
problem as central. Actions of the sick person which seem
anomalous, inexplicable, or irrational when described in
relation to the medical objectives, appear quite under-
standable and appropriate when analyzed in terms of the
social and psychological consequendlp of illness. Non-
compliance...can be re-conceived and re- explained in terms
of the patient's selective uti1izatidil of the regime in
order to maxim4e his occupatiinal ,rid social functioning.
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Thus an approach which concerns itself with the meaning,, deflui-
tions, and interpretations which are made by the subjects Of the'
study, depicts their world view and priorities more accurately than
methods which begin by preconceiving that, world and its meaning.
And it is that that helps us as practitioners to see a patient's or
community's problem holistically, and'to recognize that from.the'
other's view theA may be some condition about which theprofessional
can do nothing except offer awareness and acceptance.

IV. commiok

To summarize.this introduction to the _grounded theory approach to
comparative analysis and-its properties and potentialities for
health education, we would like to stress what we-believe to be its
overriding strength as a research strategy--it0 unusual compatibility
with the principles of our"professional p,ractic.

f
The other point to be emphasized bears, directly upon the question
we posed at the beginning of this paper--"Are them strong links
among theory research and practice in community health education?"
Substantive grounded theories would flesh out-these linkages.to a
much greater degree. Their empirical "grounding" makes them under-
standable to those who are involved in the.substantive area, and
they immediately introduce the reader, who is unfaMiliar with the
area toi'important variables. Existing social science research and
theory "make sense" when they are related to thp data through a
grounded theory. A

°
A

Hopefully,owe have produced a provocative "talking paper" for
further exploration and discussion which will encourage more ,

of our researchers to consider this as a part of their
methodological training.

* * * * * * * * * * * * * * * * * * * * *

2,3?
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NOTES

1. According to Blumer (11969b)

....The statement of the variable relation merely
asserts a connection between abbreviated .terms of
reference...the very features which give variable
analysis its high merit--the'qualttatfve constancy
of the variables, their clean-cut simplicity...
ease of manipulation...ability to be brought into
decisive relation--are the features that lead -

variable analysis to gloss over the character of
the real operating factors in group life, and the
real interaction and'relations between such factors.
(p. 138)

2. Blumer (1969b) seesstatic variable analysis as useful in "those
areas of social life that are mot mediated by an interpretative
process" and.in 'areas which are mediate&by an interpretative
process as aiyay. of identifying patterns which are stabilized
(p. 139).

D'Onofrio (1969) summarizes this conflict in her discussion of
the inverse,relationship 'hetween the fineness of, measurement
°and the level3of sophistication of the concept as it is opera-
tionalizea.

4. Thediscussion of comparative analysis in this section is based.
upon The Discovery of Grounded Theory: Strategies for Quali-
tative Research by Glaser and Strauss (1967);-Mullen's five-
quarter seminar with. Glaser and eight graduate st dents in soci- -

ology during which the method as a process was demo trated
using the participants' data and ideas; Reynolds' experience
with the grounded theory approach in his doctoral dissertation
(1973); and numerous conversations of both autho-is with
Harold Gustafson, Diwctor, Doctoral Studies Program in Health
Education, School of Public Health, University of California,
Berkeley.

5. The latter two terms come from Merton (1949:10).

6. Blumer juxtappo,ses this with

...an approach thdt sees social action as a product.-
and then seeks 'to identify the determining or causative 0

factors of such action (1969a:56).

7. Two studies which resulted from comparative analyses confined
to the stages of developmpnt and types of actors within single,
institutions are Reynolds (1973) and Wilspn (1974). Neither
is a description of its setting except as socialconditions
for the basic social processes whibh they discovered. The
processes, are generalizable to other units.
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/
A HEALTH EDUCATION CHALMNGE ,.

./1C

. TO A P .RTNERSHIP IN HEALTH FOR THIRD WORLD PEOPLE
.

by

\s
Laura Anderson, M.P.H. and Wylda B. Robinson, M.P.H.

"Everytime a man haS contributed to the victory of the
dignity of the spirit, .

Everytime amen has said'no to the attempt to.subjugate
his fellows,

01i
I have felt solidarty with his act."

Quotation from Frantz I"anoi

This paper is addre to community health.edVcators and
their mode.of operation in Third World communities in this
country. It is intended to pose a challenge--to create new and
different sensitivities, reactions, responsibilities, account,
abilities, awarenetses and conceptual thought. In essence, it
is designed to fodter an--examination of health education's
role in providing service to Third World people, with the intent,
of bringing about a change in the health status of these persons.

o

The theoretical framgwork used herein is derived from three k
Qonceptual constructs: the 1314ming the Victim Process, developed
by William Ryan' in his insightful book of the same name;
Numerator/Denomindtor approaches to prolilcm solving and Consumer/
Professional balances, developed by Donald Muhich2 in a paper
uTitten for the Juvenile Justice systeM. .;

The motivation for this paper stems_ from our feeling that
a sizabIe'number of community- health educators are afflicted
with a tunnel vision which makes them susceptible to oppressive
and regressive techniques in dealing with the health needs.of
Third World people; The subtletiesof this susceptibility are
such that we often end up mitigating against the survival bf
the very people we set out to help.

4

Our beloved. Dorothy Nyswander put it so well in her 1967
address to health educators in speaking of the Qpen Society:3
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he health educator is not trained to be an observer
of society, he istrained to be a participant. Yet,
for each of us*it will be no easy task to question
the realities of the democracy in which we live.
The very effort of extricating ourselves roiiiloUr

cultural shell to'look objectively at the ell, may
be well-nigh impossible for some. It Will e an
Operation Bootstrap. For we too, are caugh up in
the conformities and the values of the eStabl -hed
order. If working in the established order has nought
us a foreign-We ear, a color television and a fur
stole, it must be a good society. If others are less
fortunate, why don't we maketh6m like,usr

*e have, therefore, seized the opportunity of the Nybwander
tribute to share with other health educators our response to
Dorothy's challenge to a real change in'health,for those who are
of the Third World.

' HEALTH IN THE THIRD WORLD

As all of us realize, health is. a veil personal thing to all

people. The fact that it is persongi adds le-o the.difficulty,in
formulating comprehensive health systems that Educate as well as
deliver health care and health maintenance to a.large number of

.
people. -Further compounding this task are the inequiV.es in
our society which devaluate the importance of health-Ind survival
of Third World persons in our country and thus, health as a human
right for all in America; becomes ludicrous athd health maintenance
for everyone an impossible dream.

.

It's probably 'worthwhile here to define -{our use. of the term
"Third World" for the clarity of the remainder of this paper.
This definition was adopted at U.C. Berkeley to describe a group
of people in America who do not conform to the traditional des-
cription of societal class systems. They're not simply poor, but
rendered powerless to change their lives by a complex social
system that regards them as rejects.- Social scientists debate
the nomenclature of this grdup of people and alternately refer
to them as the "hardcore poor", the "oppredsed", the "disinherited",
the "powerless", the "ngler-do-well", the "deviants". We have
settled for the label, "third world", adopted from Fanon's inter-
national concept of a third world. For in Fanon's third world
there exists a power resourc in people rrot,only to redefine their

personal status;but to unit and humanize the rest of the World.

Nonetheless, the basic agreement in all definitions is that
the manifest behavior and Underlyfhg motivational patterns of-
these people differ enough from tfe-norms of the larger society
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to justify special'consideration. This group is composed of
people disenfranchised froth the mainstream of this country's
social structure and power Source for one or more of the
following reasons: racism, poverty, institutionalization or
incarceration. For our purposes, these third world persons
are power-poor, not by choice or nature, but by circumstances
earpetuated by the sxstem which controls the distribution of
power.

Third World people .have no thrust and little rttust in the
(-. health system. Frequently, there is a feeling of helplessness

on the part of the third world person, of being at he mercy of
strangers or groin of strangers, who are at best f filling
a destructive mission against them and who do not really dare

. 0

about their survival. Conversely, survival is uppermost in
the-minds of all individuals'of the third world.

.

Therp are stereotypical images of third world people in
.Amerida.' As broadly characterized, they apply most aptly per-
haps t6 ethnic poor in large urban ghettos. ,However, with
variations in *tails and circumstances, the category includes
numerous other'groups: Indians on reservations, hillbillies,
black sharecroppers, skidrow derelicts,NzLiet'people in isolated
hotel rooms, prisoners of penal systems and institutionalized
populations in general. These third world people present a
.uniqU'e problem sor set of situations for the health ,planner and
health educator. They need the services offered by the health
delivery system urgently, but are antagonistic toward the systemI"
eyen while using the services,.as is the system while providing
them. 'Hardly a partnership ,tq health.

I

HEALTH EDUCATORS THINK FUNNY
a

Health educators, as well as other health professionals,
although occasionally in disagreement among themselves around
the issues of goals and objectives of programs, generally agree
thatthe nature of the health problem the third world to be
attacked is located within the behavior or characteristics of
the target population for whom the program.service is designed.
It follows, therefore, that a change in .the behavior or attitude
of the target population, i.e., those identified as having /the
TrobleM, would bring about a solution and render their re.emption.
,They, the target population, should thereby be enabled to cope
in prescribed and acceptable ways - -and .solve their problem--
just liketus!

o

This theoretical fix is-called blaming the victim. A very,
subtle and seductive five-step process which proceeds in the
following manner:
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First step the health educator and planners identify the
problem as perceived from the vantage point of statistical
incidence and prevalence among the institutionalized priorities.
Let's tske,_for example, out. of wedlock adolescent pregnancies.

Second step is to examine the grossly identified problem
and researdh the incidence among various populationi and come c

'up with the inevitable third world, poor, adolescent girl as
the victim.

Third step is to examine closely those characteristics and
behaviors which are different from ours or the rest of the
population and declare them as contributory to the problem.

In the fourth step we make plans which will affect these
attitudes and behaviors in the target population, in order,to
bring them into line with those who do not have the problem (us).
The kicker here is the focus on the target population for this
necessary adjustment and/or change of behavior.

In the fifth step we proceed full speed ahead to blaming
"the victim by setting up and funding programs which will accom-
plish this task.

As health educators, we should feel quite familiar with .

this process of problem identificationand solutionebecauae it
is.standard program planning process. We identify-the problem,

we select the target And we get-the job done. Incidently, we

evaluate on the amount of beiavioral change which has taken
place in the target population as a gauge of our success in
solving the problem, rather than whether there has been an increase
or decrease in the prevalence and incidence of this problem over
the long haul in the community. .There are many builtin
failes in this process, the most glaring of these being the
failure to include ourselves and our yreceptions a8 get of the

o
probleM and-our possible change'in attitude and behavior es part

of the solution. Another is obviously the non-inclusion of the
victim orttarget.population in our problem definition process.
The fact is that much of what we see in the third world is not
initiative to the health problem, but reactive to social conditions
of racism and poy:erty. Filially, the assumption that the problem
can be eradicated by a change jn the behavior of the victim, a
compliance if you will, to the oppressive;factors,of their society,
rather than a change in the social,S'Ystem.

211.0
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Again, from Dorothy Nyswander:

The review of my work as'a health educator against
the criteria of an open society has been a painful
process. I do not like what I she. It 'appears to
me that most df my efforts were expended in working
on the symptoms of a closed society;2the basic con-tit
ditions giving rise to the symptoms were untouched. 4

THE CHALLENGE TO RE-THINK

Radical re-think is obviously in order, but how do'we health
educators break out of the tunnel? Ryan and Muhich both agree,.
but use different terms, in order to describe the challenging
approach to intervention and problem solving for health educators.

Health statistics which are frequently used to point up
health problems are expressed in terms'of incidenqe or prevalence
related to the phenOmenon investigated in the population at large.
people with the health problem are the numerators of the fraCtion,
'while the population at large represents the denominator. A good
example of this is the prevalence of alcoholism-in this country:
It is said that alcoholics are about 4.2% of the population.
This number is generated from a fraction which had roughly nine
million people in the numerator (the number of alcoholics) and
220 million in the denominator (the approximate population.of'
the U.S. including alcoholics) Most health programs are designed
to "attack" the numerator of the fraction in order to reduce the
incidence and prevalence of a disease (translate: blaMing the
victim). And yet, no one has ever demonstrated the ability to
reduce the incidence of any problem by attacking, the numerator
alone, and ignoring the denominator. We are always talking
baseline, but do nothing df subStance to influence it. Our

' best record in this approach,with alcoholics is that one person
becomes sober and another takes the stool at the bar'.

This is not to say that numerator approaches are ineffective
with regards to Change in individuals, but simply to say, that,
it is not possible to effect total change in the health phenomenon
through numerator approaches.

It is clear to us that any approach to a real change in health'
phenomena in the thirh world will necesparily be a mix of numerator 4
and denominator approaches, with a majority of the resources to
be put into the denominator if we are'seriously interested in
change. Because inherent in the denominator approach is the idea
that health problems are a function of social arrangements within
the community and since the social arrangements are constant
and quite imperfect and inequitable, such problets are both pre-
dictable and more important., preventable through education and

4 4
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and System change. A, word of warning--deno 'nator approaches

Onshould not be viewed as being onymous4v0 prevention apfroaChes.
This is too'narrow a conception of denominator approaches, although
Many denominator approa4hes are aimed at prevention. Prevention
programs are more easily conceived becaUse we need only to identify
the potential victim. However, denoMinator approg.ches make it
necessary to identify the social system't,pait in the problet also.
If we do not affect the social ai-rangement system, it will continue

° to produce a fiked amount of people' with the same problems.
°

This theoretical frame is partiCularly pertineRt to third
world people Since the major effect on their health status is
derived from the social system. Our resources'for community
edUcation and system restructure must be maximized in these com-
munities concurrent with the development of resources to help the
individuals affected.

"WE HAVE SEEN THE °PROBLEM AND IT IS US"

Beyond the dynamics of the conceptuslization of the denomin-
ator approach to problem solving in the third world community is
the health educator's self vie* in the problem set. We must begin
tossee ourselves as not only part of the solution, but part of the'
'problem. It is very difficult for us to accept this premise as a
helping person. It is very difficult for the bell-shaped normals
to see themselves as part of the deviant ends, even though we
evolve off the same continuum. Our role as problem perceiver is
seldom integrated, into the problem identification process and
marked for adjustment.

This brings the question tomind that if we, and not the 0
"target population" see the problem, is it perhaps our problem
in the sense that we see it as a pToblem, and need to change our
perceptions or attitudes? Certainly a question to be raised for
all helping people in a third world community,and once'raised,
to be tested out by community assessment of priority in impcir-
tande to their state of wellbeing. To the credit of some health
educators has been the alignment with consumers and community
people in order to identify and impacton health problems in third
world communities. This partnership is most important not only
for the health educator's potential program success, but im-
portant to the issues of power in third world,communities.

Third world people need and want involvement in the planning
process; for health problems. They not only want to plan'for them-
Selves, they also want a part of the operation and administration
of the service program. Consumer-c .m. ity participation in the
program planning process, while loudly t..ted, is veiy seldom
looked'at in terms of a partnership., The a a of debate has not
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been Centered so much on wheiherthe residents should have input,
but more speciMcally on how much input,, i.e., power, .should be
allowed the consumer:

Muhich has suggested a community-specialist partnership ratio
in order to'guide the decision-making process and planning and
maximize those talents which exist in'each of the partners i ..t

order to effect successful health education planning.- He identifies
several steps in the planning process and the ratio of input.5

\

Step 1: 'Problem recognition and-definition:

input 80%,.expert input 20%
community

Step 2: PrOblem resource and assessment: community
input 60%, expert input 4,0%

Step 3: Goal setting: community input 5Q%, expert
input 50%

Step 4: Program ;resign: communityinput 40%,
expert input 60%

Step 5: Implementation strategy: community9
input 20%, expert input 80%

Step 6: Evaluation and, feedback: 'community
input 90%, expert input 10%

Step 7:. Future recognition and assessment :a community.
input 50%, expert input 50%

These seven steps represent a reversal or at least a drastic
change in the traditional community input/expert ratio.

. .

Occasionally we find prototypes of community organizational
efforts that really incorporate these principles. One such`
example of a non-:traditional approach in terms of partnership
can be found in RAP, INC.--located in Washington, D.C. Originally.
established as a living-in arrangement for former drug,addicts,
it contributes its success to a partnership with the community.
The community suppo'rt ;.aInges from financial aid to volunteers
who do physical labor to refurbish'and maintain the premises to
donations of food and clothing. Most important, however, is the
moral support. RAP in, no way has a symbiotic relationship with
the

t
community like some halfway house that first may be resisted '

and then merely tolerated. The relationship between RAP And the
facility and its neighbors can be likened to an extended family.
It is important to mention that methadora,)is not prescribed, for
it is their philosophy that doing so is trading one addiction
for another and does not solve the prOblem--only adjusts the
individual to the social system's requirements. The net result
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would be anindividual still incapable of self direction as well
as the"kind of' decision-making that contributes to self liberation
and eventually to the liberation of the mind and spirit to which
Fanon spoke. Instead of the use of methadone, what has been
fhstilled and fostered its a sense of belonging to a caring com-
munity, a true partnership in health.

A CHANGE IN HEALTH FOR THE THIRD WORLD

The discussion in the first part of this paper addresses the
need to change our problem-solving process in relationship to the
health of the third world people in order to take part in a
significantfhange in their health status. For aslong as we
blame the victim and substitute numerator interventions for denomin-
ator-based problems, we will be unable to deliver better health
care to the third world.

We have also stressed the role qt' the health educator as,a
partnership with the community moving away from the elitist model
of planning to a partnership model which is based on shared input
power to achieve longstanding education in the community. And
last but not least, community health education in order to create
a change must come to one important conclusion: that conclusion
is that the problems cannot be isolated from the tdt al. socio-.
political atmisphere of oppression forced on third world communities.'
Professionals in health must make every effort to change this'
atmosphere for the benefit of all. Therefore, health educators,
be challenged to; re-think, re-plan, re-learn and broaden program
approaches to include impact on basic system change.

A

One ,last quote from Dorothy for all of-us:

"There will be risk, pain and perhaps punishment,
but through pain. and risk-taking the health eduOator
will learn who he/she is as a/person and as a
professional."

We would only add, andsO will the community.

* * * * * * * * * * * * * * * * * * * * * *
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